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MEDICAL ASSISTANTS 
The Medical Assistants Society will hold 
its annual session at the Skirvin Hotel Oc- 
tober 22 and 23. 


This organization has manifested a loyal 
interest in the advancement of approved pro- 
fessional principles and its members are in 
a position to forward the proper patient- 
physician relationship. Supplementing this 
relationship in a changing world, they can 
lo much toward bridging the chasm which 
1as arisen between the patient and his phy- 
sician. It is to be hoped that in spite of the 
ibsorbing demands of scientific progress 
they can help restore the losses resulting 
from our current neglect of the art of med- 
icine. It would seem wise for all physicians 
to encourage membership in this organiza- 
ion and attendance at the Annual Meeting. 





CONGRATULATIONS 

The officers of The Indiana State Medical 
Association have sent out engraved gold 
seal invitations to attend the one hundredth 
birthday of this honored organization. The 
meeting convened in Indianapolis September 
26, 27, 28 and 29. This was a great occasion 
in Indiana. Youthful Oklahoma respectully 
conveys good wishes and humbly extends 
hearty congratulations. Long live the pro- 
fession of Indiana. 





LEST WE FORGET 
Long, long ago a Chinese philosopher 
aid, “When ill do nothing but look after 
‘ourself, and you will be acting toward 
ourself, as a doctor of medium training 
and moderate ability.” 


Hippocrates said, “The sick might con- 
uer his disease with the help of the phy- 
ician.” 

John Locke, physician-philosopher said, 
You cannot imagine how far a little ob- 
ervation carefully made will carry a man 
1 the curing of diseases though very stub- 
orn and dangerous, and that with very lit- 
le and common and almost no medicine at 
hg 


THE OKLAHOMA CITY 
CLINICAL SOCIETY 

The Nineteenth Annual Session of the Ok- 
lahoma City Clinical Society, October 24-25- 
26-27, 1949, has been announced. 

The distinguished guest roster lists out- 
standing lecturers from the four corners of 
the nation. How fortunate that busy practi- 
tioners can have the best brought to his 
own bailiwick. Forward looking physicians 
everywhere know the necessity of postgrad- 
uate work in this day of rapid medical prog- 
res. Oklahoma City Clinical Society may 
expect a full attendance at this 19th session 
with its exceptional record of 18 years to 
recommend it. 





BEHIND THE IRON CONSTITUTION 

Of all the people in the United States the 
physicians with their hardy background, 
their capacity for work, their established 
facility for the punishment of hard work, 
their intellectual attainments and their 
scientific slant upon social and medical 
needs, should have the guts to stand four 
square against the false ideologies of the 
presumptious so-called Fair Dealers, | still 
New Dealers in disguise, forcing a fine word 
into an unfair position. 


All well informed physicians know that 
no good can come from nationalized medi- 
cine fortified by carefully screened controls 
and they should take a firm stand for the 
truth established by their well trained five 
senses even to the point of death. For the 
sake of ‘ ‘‘ Socrates died like a scientist. 
The alternaiive of becoming an exile did not 


- satisfy his conscience so he took the hemlock 


and strange as it may seem, in that early 
day of medical science, he employed his 
last breath to pay tribute to the physicians 
of his time. After twenty-five centuries of 
progress in science shall we be found want- 
ing in the Socratic courage necessary to 
save that science. The majority of the phy- 
sicians and nurses and the intellectual peo- 
ple of the British Commonwealth are now 
regretting that the members of the British 
Medical Association did not hold out against 
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submission to the National Health Act in 
keeping with their best judgment as ex- 
pressed in their original vote. They compro- 
mised and yielded to promises with the faint 
hope that by some miracle, bureaucracy 
might be humanized by their generous ges- 
ture in behalf of national harmony. 


In America, physicians are in position to 
demonstrate their love of the people through 
the legitimate exercise of the power of p9s- 
session. Neither Mr. Truman nor Mr. Ewing 
with the help of all bureaucrats in Wash- 
ington, have the knowledge and the power to 
establish even a diluted national medical 
service without the consent and cooperation 
of the medical profession. Having succesful- 
ly guarded the health of the nation since 
the constitution was signed, shall the phy- 
sicians desert the people at this critical time 
when the bureaucrats are bent upon the 
leveling process at the expense of personal 
liberty, individual initiative, incentive for 
creative endeavor and the accumulation of 
reasonable wealth. With all this underway 
shall the medical profession join the destruc- 
tive forces and sacrifice the nation’s health 
at the cost of a tremendous sum, to both 
people and profession, in dollars and cents. 
While the bureaucrats undermine the foun- 
dations of our democratic government let 
the medical profession continue to protect 
the people by refusing to give the green 
light. 





THEY KNOW NOT WHAT THEY DO 

Apparently most bureaucrats have imma- 
ture minds and the world has learned that 
immature minds in grown up bodies are 
dangerous. They may not facilitate the 
work of the devil by design but they seem 
unaware of the fact that he often rides to 
the kill on the backs of misguided “do-good- 
ers.” Thus, any government may be dispoil- 
ed by the people who provide government 
by the vote and fail to let those elected to 
office know what they believe in and what 
they want. 

But ambitious bureaucrats, even with the 
voters’ consent, cannot practice medicine 
without doctors. Physicians in possession of 
the necessary knowledge and skills and a 
clear understanding of the disastrous impli- 
cations of socialized medicine should with- 
hold their services in behalf of the people 
and pray for the bureaucrats on the ground 
that “they know not what they do.” 


Occasionally drastic measures are neces- 
sary to dislodge the devils mounted on the 
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backs of evil “do-gooders.” With ultimate 
good in mind our profession must not yield 
to honeycoated bunk as did our British pro- 
fessional brothers who now grovel in the 
grime of failure. Even at the expense of 
seeming obstinancy we must employ our 
humane judgment in behalf of national 
weal. Were not the American soldiers in 
Brittany using the posts that supported the 
crossroads crucifixes to support their tele- 
phone wires though ladened with lethal 
messages really in the service of God? 

Whether we go the way of Gibbon’s Rome 
or whether we survive to vindicate con- 
servative democracy we will be right. With 
Henry Clay we would rather be right than 
president especially when the president is 
wrong. 





ANTIVIVISECTIONISTS TAKE NOTICE 

In the great war memorial on the precipi- 
tous castle rock in Euburgh among _ the 
bronzes and plaques there is one to canaries, 
rats, and mice because through their ser- 
vice in the tests for poisonous gasses they 
saved innumerable lives. Even so, the haz- 
ards they were subjected to were less dan- 
gerous than those faced by the average 
troops in combat. 

All those who love their nice dogs and 
cats should slow down their animosity to- 
ward mice and rats. 

Until this is accomplished let no man de- 
clare that research workers should be rob- 
bed of the privilege of the merciful use of 
animals in the pursuit of medical science 
which represents the highest expression of 
mercy in behalf of all animal life including 
that of man. The chapter dealing with the 
beneficient influence of animal experimenta- 
tion upon the dumb creatures’ own earthly 
existence has not been written. When it 
is, if well done, the antivivisectionists will 
blush with shame or continue to blubber 
their protests from the depths of their un- 
reasonable ignorance. 

Long since many of the vivisectionists 
would have been eliminated by disease if 
longevity had not been doubled in the U. S 
by the knowledge gained through anima! 
experimentation. Those who would like to 
live long enough to really enjoy the mellow 
companionship and affection of dogs and 
cats should vigorously oppose any laws that 
seek to prohibit animal experimentation 
Even a dog’s life may be dependent upon the 
scientist’s knife. 

We say to all antivivisectionists, cheer up 
change your mind, and be merciful. 
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LIBERTY OR DEATH 

After a careful consideration of medical 
service under the National Health Act in 
Great Britain and a few weeks sojourn in 
England and Scotland with professional and 
lay contacts affording comprehensive cover- 
age, the writer is convinced that medicine 
in Great Britain has suffered an irreparable 
blow and both the people and the profession 
have become innocent victims of a despic- 
able form of serfdom. If the members of the 
British Medical Association had followed 
the mandates of conscience and exercised 
their prerogative in behalf of freedom by 
refusing to cooperate, this annulling and 
legrading situation might have been avoid- 
ad. 

In America we are still free but peren- 
nially the politicians playing for power seek 
o straddle upon us the same form of slav- 
ary. 

Our freedom is based upon the gift of rea- 
son; this gift sets us apart from all animals 
ind is not accounted for by the students of 
svolution; it is a God given freedom with 
10 controls except the exercise of conscience 
ind any plan for the people’s health not 
yased upon the judgment of physicians is an 
insult to human intelligence and is in con- 
lict with the Creator’s design for the prog- 
ress of mankin. 

Mr. Ewing’s prescription for the health 
f the nation is as naively presumptuous as 
Mother Eddy’s obsession that she came to 
complete the unfinished mission of Jesus 
Christ. 

With the knowledge of what has happen- 
ed to other countries coming under the orgy 
of socialized medicine and with Britain’s 
plight fresh before our eyes we should place 
our hopes upon the altar of reason and 
solemnly swear before the god of freedom 
that we shall resist the curse of nationalized 
medicine to the very last ditch with all the 
iusterity left in our distraught souls. Re- 
rardless of pressure groups and the popular 
pinion, God help us to say no. We may 
‘est assured that once the bureaucratic rats 
‘ind a hole they will crawl in, chew up the 
heese and leave their offal in the cubbard. 
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THE COUNCIL 

In spite of politics, hell and high water, 
the medical profession holds. On Sunday, 
August 21, while throughout the common- 
wealth the people were gathered in the 
churches for the salvation of their souls, 
the members of the council and their al- 
ternates from the four corners of the state 
were converging on the Association’s head- 
quarters in the interest of their bodies. 
These members of the people’s profession 
having left all their personal interests be- 
hind gather in council on public weal. Sit- 
ting in church could not be more inspiring. 
No preacher could do more for the flock. 
Literally, these men have left the ninety 
and nine in behalf of the lost lamb. 


For hours these unselfish champions of 
the people’s health deliberated without a 
single sordid note. They were bent upon the 
formulation of policies and the projection of 
plans in behalf of the people. Though seem- 
ingly unaware of the true meaning of their 
high calling they were plumbing the Gold- 
en Rule, and practicing the principles of 
The Great Physician. 





“LITTLE DAVID” 

The medical profession with its well filled 
pouch of time tried pebbles should march 
up and swing its sling in the face of the 
bureaucratic Goliath who dares to threaten 
the destruction of a service faithfully per- 
formed. An aroused medical profession with 
well polished pebbles can bring down the 
boldest bureaucrat. 

Though the immediate threat has passed 
we can expect no surcease. It’s time to sing, 
“little David come swing your sling and save 
your people’. 

General Patton has said, “Throughout the 
ages wars have been lost by not crossing 
rivers”. 

General Robert E. Lee said at Chancellors- 
ville, “I was too weak to defend so I at- 
tacked.” 
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NEWER CONCEPTS OF EPILEPSY* 





ROBERT A. HAYNE, M.D. 


AND 


Tom R. TURNER, M.D. 
TULSA, OKLAHOMA 





Epilepsy, a condition characterized by re- 
current seizures of various types associated 
with loss of consciousness and accompanied 
by evidence of abnormal electric discharge 
from the cortex, can be either idiopathic or 
symptomatic. The latter is secondary to 
many demonstrable morphological altera- 
tions in the brain which, somehow or other, 
disturb the normal physiology of the struc- 
ture so as to be productive of the abnormal- 
ity. In the idopathic type, although there is 
unquestionably an aberration in the physiol- 
ogy of the brain, this has not as yet been dis- 
covered. 

Seizures may be roughly classified into 
three groups: grand mal, petit mal, and psy- 
chomotor; these differing in their patholog- 
ical physiology as is evidenced by the char- 
acter of the seizure, their response to medi- 
cation, and the alteration in the normal pat- 
tern of the electroencephalogram. 

Thus, in the grand mal type there is, with 
or without an aura, a_ generalized tonic 
clonic convulsion, this being, however, in 
some instances of the symptomatic type, 
confined to one portion of the body or 
spreading from one area to involve others— 
the so-called Jacksonian type of seizure. 
This is characterized in the electroencephal- 
ogram by rapid spike discharges from the 
cortex in the tonic phase this being followed 
by a slowing and decrease of the amplitude 
of the waves in the so-called post-convulsive 
stupor. The interseizure electroencephalo- 
graph may or may not be abnormal, the ab- 
normality when present being characterized 
by slowing of the normal wave pattern of 
the cortex, which in the adult is 8-12/second, 
together with isolated spikes which are neg- 
ative electrically. Grand mal seizures re- 
spond well to Dilantin and Phenobarbital in 
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adequate doses, and are aggravated by Tri. 
dione. 


Petit mal seizures occur more frequently 
in children and are clinically manifested by 
a loss of consciousness associated with a 
stare and, in many instances, a 3/second 
jerking of the head and upper extremities. 
Electroencephalographically, the seizure is 
represented by a three/second spike and 
slow waves, which in so-called petit mal var- 
iant may show less regularity of. the fre- 
quency, with the latter being in some in- 
stances somewhat slower and in others 
slightly faster. Characteristically, these 
seizures have a simultaneous onset in var- 
ious parts of the cortex and may in some 
instances be of symptomatic nature, i! 
which case, the onset may be in a specifi 
area of the cortex and spread to the othe 
regions. The interseizure record again is 
frequently abnormal, showing usually a 
slowing of the normal frequency with iso. 
lated spike and wave discharges. This typ« 
of disorder responds well to Tridione and 
is, in many instances, aggravated by Sodium 
Dilantin. 


Psychomotor seizures are represented by 
transient loss of consciousness in which the 
patient carries out well coordinated but un- 
usual motor activity. These individuals, fo 
example, will frequently pick at their cloth- 
ing, undress themselves, and in many in- 
stances are destructive during an attack 
The important thing characterizing these at- 
tacks clinically is that the activity is un- 
usual, paroxysmal, and the patient has am. 
nesia for the attack. These individual: 
frequently also have grand mal seizures 
It is important to elicit the history of the 
psychomotor seizures from the relatives o) 
close associates of the patient by direc’ 
questioning, or it will not be obtained. Th 
seizures are characterized on the electro 
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encephalogram by six/second waves of large 
amplitude with intermittent four/second flat 
topped waves, the latter being, in reality, 
electrical discharges of a positive electrical 
sign. These seizures are frequently aggra- 
vated by Phenobarbital and bromides, and 
respond poorly to all anticonvulsant medica- 
tions. 

Both petit mal and psychomotor seizures 
iaay be associated with grand mal attacks. 
’etit mal and psychomotor seizures in the 
ame patient are extremely rare. All of the 
:bove types may be of a symptomatic na- 
ure. ‘ 

It becomes immediately apparent that 
here are two major problems to be solved. 
. What is the nature of the pathological 
ihysiology of these seizures? 2. Where in 
he central nervous system, do they arise? 
Infortunately, relatively little is known per- 
aining to either of these problems, but we 
aight discuss some of the facts which are 
nown at the present time. 


If one places a solution of dilute strych- 
nine on the cortex, there is produced an 
abnormally large discharge of neurons, 
presumably through the action of the drug 
inhibiting the decomposition of acetylcholine 
«und which will be represented on the electro- 
encephalogram by a negative discharge of 
electricity which is manifested by an upward 
deflection of the ink writer. Likewise, a 
focus of the cortex when productive of epi- 
leptic seizures produces a similar negative 
deflection, so that it might be concluded that 
such seizures are produced by an abnormal- 
ly large neuronal activity. Such activity is 
followed by a positive electrical discharge 
and a decrease in the ph of the cortex. The 
area is also increased in its threshold to 
stimulation following the abnormal dis- 
charge. It has also been shown that lack of 
CO, increases the susceptibility of the 
neurons to epileptic discharges and _ that 
such seizures are associated with an increase 
in the blood flow through the particular 
area. 

These data all represent changes which 
are productive of, or are produced by the 
eizure and do not represent information 
regarding the intrinsic disorder of the neu- 
ron which makes it susceptible to produc- 
ion of an epileptic discharge. 

Recent work has elucidated somewhat the 
‘roblem regarding the area or areas in the 
entral nervous system which are abnormal 

nd from which an epileptic seizure origi- 
ates. Thus, Erna Gibbs, Bartholomew Fus- 
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ter, and Fred Gibbs have shown that, in 
psychomotor epileptics, the only areas on 
the outer surface of the cortex from which 
negative spike discharges may arise are the 
temporal lobes on one side, or less frequent- 
ly, both sides, and usually in the superior 
temporal gyrus in its posterior aspect. They 
feel that the abnormality in the _ electro- 
encephalogram represented in all ‘other 
areas of the cortex is the result of spread 
of the abnormal electrical activity from the 
negative spike focus in the temporal lobes. 
This activity, you will recall, is predomi- 
nantly a positive electrical discharge which 
physiologically can be shown to represent 
the electrical sign produced by spread of 
electrical activity from an active area. 


Up to the present time, these authors, in 
conjunction with Percival Bailey, have ex- 
cised the area of abnormal negative spikes 
in the temporal lobes in somewhat over 20 
patients with encouraging results. It is too 
early for an accurate evaluation of the pro- 
cedure, but thus far there has been im- 
provement evident both in the frequency of 
the grand-mal seizures in cases in which 
these are present as well as improvement 
in the psychomotor attacks. There has also 
been a decided improvement evident in the 
bad behavior which characterizes many of 
these patients. In several instances, at op- 
eration, pathological alteration was evident 
in the temporal area, either obvious gliosis 
and fibrosis or, in at least two instances, 
neoplastic involvement. This work has, in- 
cidentally, cast light on the temporal lobes 
in so far as the so-called psychic function 
is concerned. 


The question next arises as to whether the 
various subcortical areas may be implicat- 
ed in representing foci from which epileptic 
seizure discharges may arise and spread to 
the remainder of the brain. In an attempt 
to elucidate this problem, one of us (RAH), 
in conjunction with Fred Gibbs, Louis Bel- 
inson, Russell Meyers, and John Knott, 
placed pickup electrodes in various parts of 
the corpus striatum and thalamus in pa- 
tients suffering from severe epilepsy of var- 
ious types. Such recordings have been made 
in 28 patients from one or both sides. These 
recordings have been shown that in the in- 
terseizure records there are evident negative 
electrical discharges characteristic of epi- 
leptic foci in the caudate nucleus, putamen 
and medial and ventral nuclei of the thala- 
mus. This has been shown to be true in all 
three types of seizure discharge, idiopathic 
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as well as symptomatic. In several instan- 
ces, negative spike discharges were evident 
in one of these subcortical structures with 
the surface electrodes in the frontal, parie- 
tal, and occipital areas showing no evidence 
of spike discharges. 

Of particular interest was one grand mal 
epileptic, the seizures being secondary to a 
traumatized frontal lobe. In this case, the 
caudate nucleus and putamen on the ipsi- 
lateral side showed as severe a negative 
spike activity as the cortex adjacent to the 
scarred area. The abnormal activity in the 
putamen and caudate nucleus was not alter- 
ed by removal of the cortical areas from 
which abnormal discharges were emanating. 
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This is, perhaps, of importance in the under- 
standing of the failure of cortical excision 
in relieving post-traumatic epileptic seizures 
except in a relatively small percentage of 
cases. 

In summary, it may be said that the path- 
ological physiology productive of epileptic 
seizures is unknown. The area of abnormal 
activity from which a seizure may arise 
may be in either the cortex or in subcorti- 
cal areas. 
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INTRA-VENTRICULAR BRAIN TUMORS* 





LUCIEN M. Pascuccli, M.D. 
TULSA, OKLAHOMA 


Clinical, electroencephalographic and 
more recent radioactive isotope methods of 
diagnosis of brain tumors may be adequate 
in individual cases. Radiographically, plain 
films of the skull afford evidence of erosive, 
destructive or proliferative changes of the 
vault, resulting from increased intracranial 
pressure or direct extension of the lesion 
to bone. If the tumor contains calcium, lo- 
calization on the routine films can be con- 
clusive. If there is calcification of the pineal 
or chorid plexuses, displacement of the cal- 
cium shadows is indicative of the presence 
of pathology. Cerebral angiography may 
demonstrate a gross lesion in the brain be- 
cause of distortion and displacement of the 
vessels produced. However, for a decisive 
diagnosis and accurate localization, cerebral 
pneumography is the procedure of choice. 
Small lesions in the brain may be over- 
looked unless quite close to the ventricu- 
lar system, but larger lesions cause a 
displacement, assymetry or block of the 
system, which leaves little doubt as to the 
presence of pathology. However, the nature 
of this pathology and exact localization may 
be somewhat more of a problem. On the oth- 
er hand, the intra-ventricular tumors arising 
in or projecting into the ventricle, if well 
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outlined, offer little difficulty. Removal of 
these tumors is of vital interest to the pa- 
tient, since many are benign and even ma- 
lignant ones can sometimes be adequately 
extirpated, thereby justifying a good prog- 
nosis. 


LATERAL VENTRICLES 

The lateral ventricles are large cavities 
which when well filied with air make visuali- 
zation of soft tissue masses quite simple. 
The most common tumors are ependymomas 
arising from the ependyma; others originate 
in the choroid plexus or the parenchyma 
surrounding the ventricles. A metastatic car- 
cinoma may project in varying degrees with- 
in the ventricle. 


Variations from the normal seen on the 
pneumogram depend on the size and location 
of the tumor. Small lesions may be visualiz- 
ed without associated abnormalities. Larg- 
er tumors will result in a deformity 
and enlargement of the ipso-lateral ventricle 
and a displacement of the midline structures 
toward the contra-lateral ventricle. A mid- 
line tumor obstructing the foramen of Mon- 
roe causes a bilateral hydrocephalus. If there 
is a block of the inter-ventricular foramen 
on one side the following will occur. The 
ventricle on the side involved will enlarge 
and displace the opposite ventricle. The sep- 
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tum pellucidum assumes a curvature due to 
the increased pressure and there is little or 
no egress of air from the dilated ventricle 
to the smaller ventricle. The latter findings 
are not always present since in about 50 
percent of individuals there is an acquired 
or congenital defect in the septum, which 
will permit flow of air into the uninvolved 
ventricle. 

A tumor of the so-called fifth ventricle 
(the potential or actual space between the 
folds of the septum pellucidum) is in reality 
a mid-line lesion and causes a dilatation and 
separation of the lateral ventricles. If large 
enough it may encroach on the roof of the 
third ventricle. 

THIRD VENTRICLE 

The third ventricle is a midline cavity, 
whose width varies from 2 - 8 mm. and 
whose vertical diameter averages more than 
2 em. Intraventricular neoplasms result in 
leformity or distortion, enlargement, oblit- 
sration in whole or in part and obliquity of 
position of the ventricle. A large tumor en- 
croaching on the foramen of Monroe re- 
sults in a symmetrical or assymetrical di- 
ation of the lateral ventricles, if the block 
s complete. If the block is incomplete then 
1 marked dilatation of one ventricle results 
with displacement of the midline structures 
ind opposite ventricle which may be only 
slightly dilated. The lesion may obstruct the 
acqueduct of Sylvius. Then there is in ad- 
dition a marked dilation of the third ven- 
tricle. On encephalography there is no air 
cephalad to the block; on ventriculography 
none caudad. 
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Many tumors of the third ventricle are 
congenital, benign or cystic. The colloid cyst 
arises from the anterior portion, giving rise 
to an anterior, smooth filling defect and 
hydrocephalus. Its margin may be straight 
or concave. Tumors arising from the thal- 
mus produce hydrocephalus of the lateral 
ventricles and encroach on the third ven- 
tricle so that it is irregular and diminished 
in size. Pressure of the tumor may result 
in a displacement so that it assumes an 
oblique position. 

Pinealoma, though not a true intraven- 
tricular tumor, may be considered here. It is 
visualized as a definite soft tissue mass 
which sometimes contains calcium, in the 
posterior third of the third ventricle. The 
convex outline of the mass is anterior. If 
large enough it is quite apt to block the 
acqueduct of Sylvius. 

FOURTH VENTRICLE 

Tumors in the fourth ventricle large 
enough to obliterate the ventricle or to block 
the aqueduct cause a hydrocephalus and a 
widening of the aqueduct. The tumor may 
occupy one side of the ventricle. If it is 
visualized then a posterior fossa lesion out- 
side the cavity is easily ruled out. 

SUMMARY 

Cerebral pneumography is the one de- 
cisive roentgen procedure in diagnosis of 
brain tumors. Especially is the method of 
value in intra-ventricular lesions. This is 
fortunate since many intraventricular tu- 
mors are benign and even if malignant may 
occasionally be entirely removed, thus per- 
mitting a good prognosis. 


THE TREATMENT OF HERPES ZOSTER’ 


WILLIAM H. DoyLe, M.D. 
MUSKOGEE, OKLAHOMA 


Herpes zoster, commonly known as shing- 
es, is an acute disease of the skin character- 
zed by groups of vesicles on an inflamma- 
ory base. It is caused by lymphocytic in- 
iitration and occasionally hemorrhage and 
iecrosis. The eruption is usually unilateral, 
ocalized to one dorsal segment and not re- 
‘urrent, but occasionally it may be gen- 
‘ralized, bilateral and recurrent. It is more 
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frequent in those who are ill or overwork- 
ed. The eruption may be preceded or ac- 
companied by itching, malaise or neuralgic 
pains over the affected area. The groups of 
vesicles develop over a period of several 
days but may take two weeks. Then the 
older vesicles tend to dry up, become covered 
with a yellowish brown crust and after a 
week or 10 days the crust falls off, leaving 
a temporary pigmentation or hyperemia. If 
gangrene or pyogenic infection occurs in 
the affected area ulceration with scarring 





430 JOURNAL OF THE OKLAHOMA State MEDICAL ASSOCIATION 


will ensue. The average duration of the di- 
sease is from 10 days to three weeks. One 
attack usually confers immunity. The most 
common locations of herpes zoster are the 
intercostal nerves, the trigeminal nerves, 
particularly the first branch which produces 
herpes zoster ophthalmicus and the sensory 
nerves of the extremities. In children the 
disease almost always runs a mild course 
and sequeiz are rare, but in older individ- 
uals, particularly those over 50 years of 
age, minor skin lesions may be accompanied 
by severe excruciating pains that may last 
from months to years. This sequela is called 
post herpetic neuralgia. 


There are two types of herpes zoster. The 
first and most common is the essential or 
primary idiopathic type which is caused by 
the virus invading the posterior root gang- 
lion. The second or symptomatic herpes 
zoster is associated with some predisposing 
cause which through damage or irritation 
of the ganglion can precipitate an attack. 
The injury to the ganglion may activate the 
dormant virus or may upset the balance of 
host immunity and local resistance. Some 
of these predisposing factors are drugs, 


particularly arsenic, but also bismuth, lead, 


mercury, iodide, gold, morphine, carbon di- 
oxide and carbon monoxide; blood dyscrasias 
such as leukemias; traumatic injuries; in- 
fectious diseases such as syphilis, tubercu- 
losis, influenza, encephalitis; Hodgkins di- 
sease and tumors which act by pressure on 
the ganglion. The treatment for both types 
is the same since both run a similar course 
and respond to the same measures. How- 
ever, in the symptomatic type, treatment is 
also given to the predisposing cause since 
this will remain after the acute eruption 
has disappeared. 


Many types of therapy are recommended 
for the treatment of herpes zoster. it is dif- 
ficult to evaluate treatment for the disease 
varies in the severity and duration of the 
pain, the site and destructiveness of the 
local lesions, the age of the patient and in- 
dividual resistance. Treatment given each 
case is dependent on the location, the type 
of eruption and the amount of pain. 


The simplest treatments are topical ap- 
plications which are used to protect the skin 
from irritation, friction and infection. In 
the early stages dusting powders covered 
with thick cotcon pads to prevent cutaneous 
stimuli will offer relief. A useful powder is 
one composed of equal parts of boric acid, 
talcum and zine oxide with one fourth to 
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one percent menthol or camphor. For the 
acute vesicular stage calamine lotion with 
one percent phenol or a lime water-olive oil 
liniment containing equal parts zinc oxide, 
starch and talcum with some anti-pruritic is 
effective. Protective coatings are useful and 
one of the best is flexible collodian contain- 
ing three to 10 percent ichthyol which is ap- 
plied daily. Fox' relieved patients by spray- 
ing on a coat of paraffin daily after re- 
moving the coat applied the day before. 
Most of the patients require two to six 
treatments for if treatment is discontinued 
too soon the pain recurrs. The protective 
coatings lessen local irritation of the in- 
flamed areas and may curb the reflex arc of 
pain and hyperesthesia, but do not relieve 
the pain of post herpetic neuralgia. In the 
drying up stage, when crusts are present, 
mild ointments, such as boric acid, vaseline 
or lanolin, may help involution. Analgesics 
are beneficial in controlling moderate pain. 
Salicylates, phenacitin and barbiturates are 
the most commonly used. Although codeine 
and morphine are useful in cases with se- 
vere pain, they are not recommended due 
to their habit forming qualities. Heating 
pads, infra red lamp over the affected gang- 
lion and ultra violet treatments are helpful 
in relieving the pain and drying up the vesi- 
cular eruption. Ethyl chloride spray over 
the eruption and the site of the affected 
ganglion may be beneficial. A one percent 
procaine hydrochloride ointment will aid 
some cases but it is not useful in the ma- 
jority where local applications are all that 
is necessary. For secondary infection a 
1:4000 potassium permanganate soak can 
be used or a two percent gentian violet so- 
lution. 


The above measures will be all that is 
necessary in the majority of cases of herpes 
zoster where the eruption does not inter- 
fere with the patient’s activities and where 
there are no complications. The following 
measures are advocated for the more ser- 
ious cases having intractable pain and a pro- 
tracted course. Treatment in these cases is 
aimed at ameliorating the inflammatory pro- 
cess in the posterior ganglion. 


Pituitrin has been a useful drug since i! 
was introduced in 1930 by Sidlich*. Using 
0.5-1.0 c.c. intramuscularly every 24 hour: 
he was able to relieve most of his patient: 
after one to two injections although som: 
required three to six injections. Pituitri 
is effective in those cases complaining of : 
sharp, stabbing, shooting or aching pail 
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involving the affected segment but not in 
those complaining of a burning, itching, 
stinging sensation localized to the site of 
the eruption. Either surgical or obstetrical 
pituitrin can be used and the earlier pitui- 
trin is used the better the results. Post her- 
petic neuralgia does not respond to this 
treatment. Pituitrin acts by causing vaso- 
sonstriction and should not be given in preg- 
1ancy, cardio-vascular cases or those having 
ncreased intracranial pressure. 


Sodium iodide today is one of the most 
widely used drugs in the treatment of zoster. 
Jne gram of sodium iodide is injected in- 
ravenously on the first day and two grams 
m the second, fourth and seventh day. Pain 
s lessened, the vesicles tend to dry up and 
he disease runs its course in 2-17 days. 
Jangers in using this drug are iodine in- 
oxication, iodine allergy and iododerma. 


Thiamine chloride has also proved effec- 
ive in lessening the pain in herpes zoster. 
Jsed by itself thiamine chloride does not 
rive much relief but when it is used in com- 
jination with some other treatment for 
1erpes, particularly in conjunction with 
odium iodide, there is more easing of the 
vain and the herpetic eruption becomes 
aaler. Thiamine chloride can be administer- 
ed by mouth, 50 mgms. t.i.d., hypodermical- 
iy or subcutaneously into the site of the 
eruption. 

Autohemotherapy, a form of foreign pro- 
tein therapy, is successful at times. Five to 
to 10 ecs. of the blood are withdrawn from 
the anti-cubital vein and injected into the 
gluteal muscles every second, third or 
fourth day. Pain is relieved in 24 hours and 
the eruption responds more slowly. Best re- 
sults are obtained in early cases and this 
treatment is not beneficial in cases of post 
herpetic neuralgia. The British have been 
successful in injecting whole blood beneath 
the eruption and about the corresponding 
posterior root ganglion. 


Cobra venom intramuscularly is used to 
relieve intense pain. Macht*, who did much 
work on this drug, believes it is not a local 
anesthetic but works upon the nerve cen- 
ters of the brain. The analgesia produced 
is slow in onset and several daily injections 
ere necessary to produce the desired effect. 
he duration of the analgesia is longer than 
that produced by other drugs. Large doses 
| aralyze the respiratory centers so it should 
10t be given to those with respiratory di- 
seases. The average dose is five mouse units 
caily but it may be increased to 10 or 15 
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units. As soon as relief is obtained the fre- 
quency of administration is decreased. Cob- 
ra venom is not habit forming. 


Local anesthesia will relieve local pain and 
the duration of relief obtained will depend 
upon the type of anesthesia used. A one-half 
to two percent novacaine solution injected 
into the area of hyperesthesia will relieve 
the pain in most patients for from one to 
30 hours. An anesthetic-oil preparation such 
as Hollanders formula (Benzyl alcohol five 
percent, Ethyl Aminobenzoate three percent, 
Phenol one percent, Oil of sweet almonds 
q.s.ad. 100) or a modified Hollander’s for- 
mula (Benzyl alcohol 10 percent, Benzo- 
caine three percent, Phenol one percent, Oil 
of sweet almonds q.s.ad. 100) may relieve 
the pain for as long as four weeks. The 
latter in the course of the disease local an- 
esthesia is used the less effective it becomes 
particularly in those over 50 years of age. It 
is not effective in post herpetic neuralgia. 
Local anesthesia does not affect the skin 
lesions for the regression of the vesicles 
takes the expected seven to 14 days. 


Procaine injection to produce paraverte- 
bral block is used in those complaining of 
great pain. For blockage of the lower thor- 
acic and lumbar sympathetic ganglions the 
patient is placed in a prone position with a 
pillow under the abdomen. After the spin- 
ous processes are located, local anesthesia 
is injected into the skin over the transverse 
process about two finger widths from the 
tip of each spinous process. A 22 gauge 
spinal needle is then introduced perpendicu- 
lar to the skin and directed forward to the 
transverse process. The needle is then slight- 
ly withdrawn and directed either above or 
below the process toward the anterio-medial 
portion of the vertebra. After aspirating to 
ensure the needle is not in a blood vessel 
6-10 ccs. of a one percent hydrochloride 
solution is injected into the region around 
the sympathetic ganglion. The anterior ap- 
proach is used when the cervico-dorsal and 
the second and third thoracic sympathetic 
ganglions are to be injected. The patient is 
placed in a supine position with the head 
slightly extended and in the midline. A 
point two finger widths above the sterno- 
clavicular junction and just medial to the 
common carotid artery is injected with lo- 


.cal anesthesia. The needle is then pointed 


straight downward so it will hit the trans- 
verse process of the seventh cervical verte- 
bra. It is next slightly withdrawn and as- 
piration performed before the procaine so- 
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lution is injected. After Horner’s syndrome 
(constriction of the pupils, ptosis of upper 
eye lids, enophthalmos, hemifacial vasodi- 
lation and absence of sweating) appears the 
needle is withdrawn about 1 cm. and direct- 
ed downward toward the thorax keeping 
close to the body of the vertebra. The area 
of the second and third thoracic sympa- 
thetic ganglions is then infiltrated. Most 
cases require only one blockage. While the 
sympathetic ganglions are not evidently af- 
fected the temporary chemical paralysis 
abolishes pain by inhibiting the segmental 
arteriolar vasospasm and promotes healing 
by dilution of the retained metabolites. 


Herpes zoster ophthalmicus is a serious 
form of herpes zoster for it may result in 
partial or total blindness. Diptheria anti- 
toxin and convalescent blood are used in 
these cases along with local measures such 
as soaks, lotions and mydriatics. Walker and 
Walker’, using 5000 units of diphtheria anti- 
toxin and repeating in 48 hours, if necessary, 
obtained relief of the pain and a rapid dis- 
appearance of the inflammation. Whether 
the results are due to the foreign protein 
therapy or to something specific is unknown. 
They felt that this was a specific treatment 
fer they were able to relieve patients in the 
acute stage as well as those who had had 
pain for months and the relief was perma- 
nent. Thomas’ felt that 15,000 units at one 
time caused the eruption to disappear in 
twenty-four hours while 5000 units caused 
a gradual disappearance. 


Convalescent blood is obtained from those 
who have recovered from herpes zoster. If 
the transfusion of 250-400 ccs. of blood is 
given before the ocular infection is estab- 
lished there will be good results. Since the 
ocular infection occurs later than the cu- 
taneous eruption the transfusion may be 
successful if given as late as 14 days after 
the appearance of the eruption. In Gunder- 
son’s® series of cases 82 percent of the pa- 
tients retained useful vision if given con- 
valescent blood and in the control series 
only 47 percent retained useful vision. 


X-ray therapy both superficial and deep, 
is valuable in the treatment of herpes zoster. 
Superficial x-ray therapy over the eruption 
will cause a more rapid regression of the 
lesions, but does not affect the pain. 80-100 
Kv, 5 MA, at 30 cm. distance and a daily 
dose of 70r for four or five times is effective. 
Deep x-ray therapy over the involved spinal 
ganglion is effective in relieving pain and is 
one of the best methods for the treatment 
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of post herpetic neuralgia. McCombs’ and 
his associates, using 200 Kv, with Imm. Cu. 
and 1 mm. Al. filter, at 50 cms. distance, 
giving 200r every other day for five or six 
times, cured 46 percent of those treated in 
eight to 14 days whereas only 16 percent 
of the control group was relieved in that 
period of time. As with other treatments 
of herpes zoster, the sooner treatment is 
started the quicker are the results. Around 
90 percent of the patients treated in the 
first seven days of the disease will be com- 
pletely relieved of pain. Age is an important 
factor for over 90 percent of those who do 
not respond to x-ray are over 50 years of 
age. Those whose pain is increased following 
the first treatment have the best results. To 
insure recovery the full course of 1000-1200r 
must be given for relapses will occur fre- 
quently if the entire series is not given. 


Other recommended treatments for herpes 
zoster are smallpox vaccination every day 
or every second day for two to five times; 
neoarsphenamine .3 grams one or two times; 
typhoid vaccine 2 cc. intramuscularly; 
sulfapyridine; or a continuous galvanic cur- 
rent between 2-3 milliamperes for 10 min- 
utes three times daily over the root of the 
affected nerve. 

Surgery is used at times for intractible 
post herpetic neuralgia. Section of the pos- 
terior root and chordotomy have been tried 
with some success. The latest surgical pro- 
cedure is removal of the affected dermatome 
with part of the fatty tissue and doing a 
skin graft. At times even surgical inter- 
ference does not relieve the pain and for 
these patients psychotherapy is advocated. 
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DO YOU KNOW? 


That Everett Lain, M.D., Oklahoma City, also 
attended the American Medical Association in 
June, Atlantic City, New Jersey, although his 
name was erroneously omitted in the list of Okla- 
homans registered which was published in the 
August Journal? Dr. Lain registered the open- 
ing day and stayed until it was over. He has 
attended the A.M.A. each year for the past 12 
years. 
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The Electroencephalogram In Severe Head Injuries With 
Tantalum Cranioplasty * 
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Before launching into the more technical 
aspects of this paper, certain explanations 
of this rather new technique should be made. 
Likewise, it is important and fitting that 
recognition be given to my former Chief, 
Charles L. Yeager, M.D., through whose 
tireless collection of data the technical por- 
tion of this paper was made possible. 

The electroencephalogram is a_ highly 
specialized means of amplifying and record- 
ing the minute electrical impulses or poten- 
tials which emanate from the cerebral cor- 
tex. Roughly speaking, one may say that 
the electroencephalogram is to the brain 
what the electrocardiogram is to the heart. 
In 1934, Hans Berger, who is considered to 
be the father of electroencephalography, 
demonstrated that man’s brain has an elec- 
trical beat or potential coming from the 
neurones, and that this so-called beat is al- 
tered by age, sensory stimuli and pathologi- 
cal states. Normally this potential appears 
as a fluctuation in voltage with a variable 
frequency from one to 60 cycles per second. 
The normal rhythm found in adults has been 
termed Alpha and varies from eight and 
one-half to 12 cycles per second. Beta waves 
are much faster and vary between 15 and 
60 cycles per second. Waves with a fre- 
quency of less than five cycles per second 
are termed Delta. The technique consists of 
a standard eight lead application of elec- 
trodes arranged bilaterally over the frontal, 
parietal, temporal and occipital areas and 
recordings are made therefrom. To describe 
sharply defined boundaries of a lesion, ad- 
litional electrodes are employed. 

The general practitioner should be in- 
erested in this apparatus as an aid in the 
liagnosis of certain conditions involving 
he cerebral cortex. It is important to point 
uut that the recordings obtained by this 
neans should be viewed in much the same 
ight as other laboratory data, and not look- 





*Presented before the Section on Medicine at the Annual 
leeting of the Oklahoma State Medical Association, May 16 
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ed upon as a dogmatic statement of fact. 
One’s clinical impression should still remain 
foremost, and the material obtained from 
this technique is to be used only as it cor- 
roborates such clinical impression. 

With few exceptions the electroencephalo- 
gram can be of probably its greatest value to 
the clinician as a diagnostic aid in the epi- 
lepsies. There are very characteristic pat- 
terns seen with grand mal, petit mal and 
psychomotor types. Not only may this tech- 
nique be employed as a diagnostic aid, but 
also as a guide in the treatment of these 
conditions by the judicious use of follow-up 
recordings after the patient has been carried 
along for a period on anticonvulsant medica- 
tion. It is highly important to remain con- 
stantly aware of the fact that the most ex- 
treme abnormalities in the EEG may be 
completely unassociated with any abnormal 
clinical manifestations; likewise, a patient 
may present a history of repeated, severe 
seizures and yet show very little in the way 
of an abnormal interseizure recording. Var- 
ious behavior disorders, so-called absent 
mindedness or perhaps unexplained head- 
aches may, by means of the EEG, be found 
to have an epileptogenic basis. 

There are many other conditions in which 
the EEG may be of definite benefit. In- 
creased intracranial pressure in itself is not 
a direct cause of abnormalities in the EEG 
unless it is sufficiently high to interfere with 
cerebral blood flow. The characteristic 
waves seen are thought to be due to cereb- 
ral edema interfering with cell nutrition. 

Brain trauma sufficient to produce lacera- 
tion, hemorrhage or edema of the cortex 
likewise produces changes in the EEG pat- 
tern. Intracranial tumors or abscesses can 
be accurately localized. 

The technical data of this paper is based 
upon the records of some 64 patients, all 
soldiers in the U.S. Army. These recordings 
were made at various time intervals pre- 
ceding and following tantalum cranioplasty 
after severe head injuries, to determine the 
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various EEG changes. It is important to 
keep in mind that the average elapsed time 
from the date of injury to the time of sur- 
gery was about five months. Thirty percent 
of the cases displayed a pre-operative nor- 
mal EEG, and the subsequent course of this 
group showed 53 percent improved, 27 per- 
cent became worse, while the remainder was 
unchanged. It may be puzzling to you as to 
how the originally normal records could im- 
prove, but the criterion for this phenomenon 
was the improvement in the regularity of 
the Alpha rhythm. 

In each instance, the pathology found cor- 
related with the rhythm changes in the 
EEG. Likewise there was a positive corre- 
lation between the site of injury and the 
clinical signs displayed. 


Seventy percent of our cases initially dis- 
played abnormal EEG recordings and of 
these about 50 percent improved following 
surgery and’ 25 percent became worse with 
the remainder unchanged. Here the cri- 
terion by which the records were judged was 
through the development of asymmetry, 
slow waves, dysrhythmia or a focus, or a 
change from any of these features to a more 
normal pattern. 

Sixteen cases, or about 25 percent, initial- 
ly displayed electroencephalographic evi- 
dence of a latent epilepsy which was determ- 
ined by the presence of a high amplitude, 
slow type of dysrhythmia. Eleven of these 
16 patients also showed clinical epilepsy of 
the grand mal or petit mal variants. It is 
noteworthy here to add that there were 
three cases which displayed clinical evidence 
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of a convulsive disorder but did not shuw 
any latent epilepsy on the EEG. An effort 
was made to determine whether or not 
there existed a relationship between the 
area of damage, and the EEG evidence of 
a latent epilepsy, and it was found that 85 
percent of all cases with such evidence suf- 
fered parietal lobe injuries. It must be un- 
derstood, however, that portions of adjacent 
cerebral tissue were likewise involved. In- 
sofar as a relationship existing between the 
area of damage and evidence of clinica’ 
epilepsy is concerned, the parietal lobe in- 
juries likewise dominate, with the occipita 
lobe injuries coming next in line. 

Another interesting fact brought out by 
this study was that in those cases develop- 
ing clinical convulsive disorders, there was 
the greatest length of time elapsing between 
injury and surgery. Also, the contre cour 
phenomenon was definitely demonstrabl 
electroencephalographically in several of the 
cases. 

From this study, one may draw the fol. 
lowing conclusions: 

1. That latent epilepsies frequently fol 
low severe head injuries and that thes: 
are demonstrable on the EEG. 

. That injuries involving the parieta 
lobes are more likely to result in a forn 
of epilepsy. 

. That apparently, the greater the 
length of time from a severe head in- 
jury to the repair of same by tanta- 
lum crainoplasty, the greater the 
chances for the development of clinica! 
evidence of a convulsive disorder. 
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Testosterone propionate, estradiol ben- 
zoate and certain of their derivatives have 
been used in relatively large amounts in the 
treatment of 90 patients with rheumatoid 
arthritis. In addition, six patients with the 
shoulder-hand syndrome, four patients with 
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chronic tophaceous gout and two patients 
with rheumatic fever have received similar 
steroid therapy. 


The results obtained have been sufficien'- 
ly striking to warrant a preliminary repor'. 
Improvement in pain, edema, weight gair, 
appetite, mental outlook, mobility, red bloo! 
cell count and sedimentation rate has bee. 
much greater than that previously expe- 
ienced by-us with any other type of therap). 
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We have not used 17-hydroxy-11-dehydro- 
corticosterone in the large doses described 
by Hench et al.?** 


The general results and the length of the 
observation period do not warrant at pres- 
ent the use of these substances as a “treat- 
ment” or a “cure”. This report is given in 
the light of its bearing upon the problem of 
the rheumatoid state. In view of the work in 
progress in many centers using various types 
f steroids on patients with rheumatoid ar- 
thritis, it is hoped that the shortcomings of 
this study, and of that reported by Hench 
et al will be overcome, and a more suitable 
product will result to unlock the riddle of 
this group of diseases. 


Rheumatoid Arthritis. A total of 90 pa- 
tients received one or more of these steroids 
for periods ranging from four to 12 weeks, 
ind 81 went into a remission. A patient was 
onsidered in remission when he became 
vain free, had a sense of well-being or 
uphoria, was free of swelling, had a loss 
f morning stiffness, a normal appetite, and 
he red blood count and sedimentation rate 
‘ither normal or approaching normal. The 
nost consistent evidence that a patient was 
eginning to respond was a marked desire 
to stretch. Four of the group made no re- 
sponse at all, and five patients continued to 
respond erratically or had irregular periods 
f incomplete remissions and exacerbations. 
Early in our studies many of the patients 
responded in the latter fashion, but as we 
learned more about dosage, balance between 
iormones, absorption time and evidence of 
side reactions, only five remained in the 
group which did not respond adequately. 


In developing a technique for arriving at 
the proper dose and balance. of substances 
used, it was found that there were marked 
individual differences. The dose level and 
balance had to be determined individually 
n analagous fashion to determining the 
dose of insulin for a diabetic. In general, the 
nost satisfactory technique of arriving at 
the proper dose and balance was found to 
»e as follows: Between 100 and 300 mgs. of 
estosterone propionate in oil,* using a so- 
ution of 50 mgs. per c.c., were given intra- 
uscularly. The dose was varied according 
o the sex and weight. The patient was ob- 
erved for a 48 to a 90 hour period and no 
10re was administered until the effect was 
issipating. About 65 per cent of the pa- 


“Aqueous suspension of testosterone was substituted satis- 
ctorily in the male patients at Will Rogers Veterans Hospital. 
iis preparation was obtained through the courtesy of Dr. L. 
E. D. MacKenzie of the Abbott Labora- 





_Josselyn and Mr. 
ies, Chicago, Ill. 
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tients showed marked improvement within 
24 hours, lasting approximately two days. 
Smaller or larger amounts were then ad- 
ministered at intervals indicated by the 
time of persistence of the effects of the first 
injection. After the minimal dose was de- 
termined, estradiol benzoate was started, in- 
itially about 0.033 mgs. together with the 
androgen. This dose was increased to the 
maximal amount of estrogen tolerated. Evi- 
dence of estrogen overdosage was exhibited 
by a sense of ill-being, nausea, and a return 
of the rheumatic complaints. 


The androgenic and estrogenic steroids 
were given in the selected combination at 
the indicated intervals for approximately 
three weeks. Pregnenolone* was then start- 
ed in addition, usually 100 mgs. initially. 
Androgens and estrogens were reduced as 
much as possible keeping their relative pro- 
portion, the object being to avoid undesir- 
able virilizing effects. 

Testosterone propionate was most effec- 
tive in controlling the arthritis, but due to 
its virilizing effects, it was considered un- 
wise to use it alone for more than four 
weeks in women. Pregnenolone appears to 
be less apt to produce undesirable side re- 
actions, but generally was not as effective 
in controlling rheumatoid state. In four pa- 
tients, however, pregnenolone alone was 
more effective than testosterone propionate 
and estradiol benzoate, and 14 women (21 
per cent) responded better to the combina- 
tion of the three steroids than to androgens 
or to pregnenolone alone. As the patient im- 
proved, the intervals between injections 
could be increased. At all times, an attempt 
was made to maintain the effective minimal 
dose levels. 

Overdosage of the androgen and estrogen 
must be avoided. Initial effects of over dos- 
age of androgen include: edema, drowsi- 
ness, sense of ill-being, tinnitus, and fre- 
quently a mild exacerbation of rheumatic 
symptoms. Delayed effects include: hoarse- 
ness, acne, hypertrophy of the clitoris, edema 
of the labia minora, tenderness of the nip- 
ple, and darkening of the areola. In two 
male patients, it was thought there was be- 
ginning prostatic hypertrophy following 
three-months of androgen therapy. 

The effect on menstrual cycles was en- 
tirely without pattern. Some women flowed 
more heavily than usual, others had in- 
creased pain, a few had delayed periods, 





*The pregnenolone was obtained through the courtesy of 
Dr. W. Alan Wright, The Schering Corporation, Bloomfield, 
New Jersey. 
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and some had scant flowing appearing sev- 
eral days ahead of schedule. A few of the 
patients were free of dysmenorrhea which 
had been present previously, and others 
ceased to have a premenstrual flare up of 
arthritis. Only one young woman missed her 
period. She has had no other untoward 
symptoms and her arthritis has responded 
satisfactorily. In the older post-menopausal 
women, the atrophic vaginae developed a 
thickened mucosa with a marked increase in 
mucus. secretion. None have’ evidenced 
uterine bleeding. 


Desirable side effects from the _ testo- 
sterone propionate included increased ap- 
petite, better sleeping habits, improved men- 
tal outlook, and increased libido. The blood 
pressure in all patients receiving the testo- 
sterone was depressed, and, in patients with 
hypertension, there was an appreciable drop 
during the period of therapy. Elevated body 
temperature, when present, returned to nor- 
mal. 

Only one of the patients receiving 
pregnenolone exhibited undesirable side re- 
actions. These included mental depression 
and a feeling of weakness. It is to be noted 
that the pregnenolone did not produce the 


euphoria which characterized the response 
to testosterone. Progesterone was also used 
in amounts varying from 25 to 75 mgs. No 


definite or specific beneficial effects have 
been noted; however, observations are being 
continued. Testololactone* is now being used 
on three patients with promising results, 
but as this time observations are incomplete. 


The group of cases classified as rheuma- 
toid arthritis included variants such as 
rheumatoid spondylitis, psoriatic arthritis, 
Felty’s disease, Reiter’s disease, the type 
of rheumatoid arthritis associated with peri- 
tonitis, and one patient with erythema nodo- 
sum associated with severe constitutional re- 
action and polyarticular effusion. 

The urethritis and conjunctivitis in the 
two patients with Reiter’s disease subsided 
promptly, and recurred when placebos were 
given or the injections were discontinued. 
This disease seems to have a marked ten- 
dency for natural remission; both of our pa- 
tients, after six weeks of therapy have re- 
quired no further treatment to the present 
time. 

The patients with rheumatoid spondylitis 
(Marie-Strumpel’s disease) responded sim- 
ilarly to those with rheumatoid arthritis. 





*The Testololactone was obtained through the courtesy of 
Dr. I. C. Winter of the G. D. Searle and Company, Chicago, 
Th. 
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One patient with severe iritis became pain 
free within 24 hours, and the entire process 
had subsided within five days. 


Psoriasis was present in three of the 
rheumatoid group. The psoriasis improved 
slowly in each case but none have complete- 
ly recovered to date. One of the three was 
classed as psoriatic arthritis; there was 
improvement in this patient’s nails and 
terminal interphalangeal joints. The new 
nail growth has been normal. 

One patient’s joint reaction was unusual- 
ly severe, and was associated with peritoni- 
tis following intestinal obstruction and re- 
section. This patient’s remission following 
200 mgs. of testosterone propionate was un- 
usually rapid, and in addition he became 
afebrile and his white blood count returned 
to normal. He relapsed twice following the 
subs.itution of a non-specific control injec- 
tion and each time he responded when 
testosterone propionate therapy was resum- 
ed. 

The two patients with Felty’s disease have 
responded satisfactorily in regard to the 
joint symptoms, but to date the lymphocyto- 
sis has not returned below 60 per cent in 
either patient. 

One patient, a white woman, age 72, had 
erythema nodosum associated with 103° 
fever, pneumonitis with cyanosis, vomiting, 
multiple joint effusion and coma. The white 
blood count was 18,000, the sedimentation 
rate (Westergren) was 97 mm. in one hour, 
the urine contained white cells, casts, glu- 
cose and albumen. The onset of her disease 
was abrupt, and she had run a severe down- 
hill course. A diagnosis of lupus erythema- 
tosis disseminata was considered, but her 
age and white blood cell count did not favor 
this conclusion. She was given daily injec- 
tions of 100 mgs. of testosterone propionate. 
On the third day she was symptom free and 
she was dismissed from the hospital on the 
seventh day. There has been no relapse to 
date. 

The Shoulder-Hand Syndrome. (Frozen 
shoulder associated with swollen, ischemic 
hand). Of the six patients with this syn- 
drome, all responded quite promptly to the 
androgen therapy. Here again, when it was 
necessary to continue treatment beyond 
three weeks, the estrogen and pregnenolone 
were added to counteract any possible un- 
desirable side reactions of testosterone. 
These six patients were pain free after 48 
hours, but did relapse when control injec- 
tions were given or the therapeutic injec- 
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tions were discontinued. As this syndrome 
is self-limited, therapy was _ discontinued 
when a natural remission occurred. The gen- 
eral management described elsewhere by one 
of us (W.K.I.)*° was used. 

“Chronic” Tophaceous Gouty Arthritis. 
Of the four patients in this category, all 
became pain free and had improvement in 
their general health. The response was 
prompt, requiring from four to 48 hours 
for the pain to subside. All of these patients 
had large multiple tophi and they had not 
responded to colchicine, large doses of as- 
pirin and a purine free diet. 

Rheumatic Fever. The two patients with 
rheumatic fever in this series were patients 
of J. N. Owens, Jr., M.D. Both had been re- 
fractory to salicylates and general therapy. 

The first patient was a girl of 12 who 
had rheumatic fever four years. She was in 
relapse, running continuous temperature 
from 102 to 104 degrees. Cardiac decompen- 
sation was present. Testosterone propionate 
in 50 mgs. doses were administered daily. 
She became pain free on the second day, 
temperature free on the third day, and was 
able to sleep lying flat by the fifth day. The 
red blood cell count of 4,000,000 on the 14th 
day compared favorably to the count of 
2,300,000 prior to treatment. The sedimenta- 
tion rate was 59 mm. in one hour, initially, 
and 24 mm. in one hour on the 14th day. 
The second patient responded similarly. 

DISCUSSION 

That testosterone propionate should exert 
a beneficial effect in rheumatoid arthritis is 
not entirely unexpected. Since the pioneer- 
ing studies of Kenyon and his associates® the 
general metabolic effects of testosterone, 
particularly the nitrogen retention, electro- 
lyte-fluid balance, and carbohydrate utiliza- 
tion have received wide recognition. The 
rapid improvement of our patients, includ- 
ing gain in weight, increased strength, im- 
proved appetite, decreased edema, and gen- 
ral feeling of well being and _ euphoria 
probably represents enhanced general meta- 
bolic reaction to the relatively large amounts 
‘f steriods. 

We wish to reemphasize that we do not 
nelieve these substances exert specific anti- 
rheumatic effects, or are necessarily the ulti- 
mate compounds of choice in the therapy of 
‘heumatoid arthritis. Rather they represent 
nonspecific steroids which, through their 
metabolic activity, exert beneficial effects on 
he arthritic process. 

It is probable that the testosterone itself 
loes not act directly but is altered in the 
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body to another steroid form. This is borne 
out by the fact that several derivitives of 
testosterone, having little or no sex activity, 
have given promising results. Also large 
doses of methyl testosterone, which is rela- 
tively stable and remains unaltered in the 
body, does not induce the same favorable 
results, and, in addition causes dysuria 
aliguria and edema. 


It is questionable if these steroids can 
be given for an unlimited length of time. 
However, if they can provoke a natural re- 
mission they will be a valuable addition to 
our general management of these rheumatic 
diseases. Obviously, controlled remissions 
offer unusual opportunity to observe meta- 
bolic changes involved in the arthritic pro- 
cess. 

Caution should be exercised by those elect- 
ing to observe the effects of these substances 
on the various rheumatic states. The long 
range cumulative effects have not yet been 
studied and therefore, care must be exercis- 
ed in their use. 

CONCLUSIONS 

Testosterone propionate in adequate doses, 
in combination with estradiol esters and 
pregnenolone favorably altered the course 
of the disease in 81 of 90 patients with 
rheumatoid arthritis. 

Variants when present, such as the con- 
junctivitis and urethritis associated with 
Reiter’s disease, likewise, erythema nod- 
osum, psoriasis and iritis, were favorably 
affected. 

Six patients with the shoulder-hand syn- 
drome, four with chronic tophaceous gouty 
arthritis and two with rheumatic fever were 
also favorably influenced by these steroids. 

Since these steroids are potentially dan- 
gerous when administered over a long period 
of time, caution should be exercised by those 
who elect to observe their effects on the 
rheumatic states. 
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A Simplified Method Of Diagnosing Peptic Ulceration 
And Determining Activity“ 





TURNER BYNUM, M.D., F.A.C.P. AND GEORGE WINN, M.D. 





The present study was undertaken be- 
cause of the difficulty so frequently encoun- 
tered in determining activity of peptic ul- 
cerations. Here so frequently the X-ray re- 
ports “duodenal deformity, probably due to 
ulcer, activity undetermined.” This is of 
particular importance in veterans, where 
presence or absence of activity determines 
compensability. 

We have found that the method employed 
not only helps in determing activity, but 
has been a valuable adjunct in diagnosing 
lesions where the X-ray findings are either 
equivocal, or where X-rays are negative, as 
is so frequently the case in posterior wall 
ulceration. 


“The evaluation of the results of the treat- 
ment of peptic ulcers, especially of chronic 
duodenal ulcers, is fraught with frustration. 
Without any clear-cut criteria of healing, 
one works in the dark. There are no means 
of direct inspection of the lesion, and even 
the roentgenograms are not wholly reliable 
in detecting either an early lesion or a 
residual one. Thus, one has to depend almost 
entirely on the freedom from symptoms, 
supported by roentgen evidence of inactivity. 
Here again, the problem is relative. Relief 
from what symptoms? Apart from such per- 
fectly definitive and describable symptoms 
as pain, vomiting, burning, sourness, pain 
in the back, epigastric tenderness, “gassi- 
ness” and finally eructations, are the symp- 
toms of vague gastro-intestinal discomfort. 
These latter the patient, especially the less- 
articulate one, cannot define or describe but 
are perceived only when he feels relieved 
and achieves a state that may be called 
eupepsia, i.e., perfect gastro-intestinal com- 
fort. A state of eupepsia, then, supported 
by roentgen evidence of healing, may indi- 
cate a reasonable certainty of healing. And 
yet, one set of evidence can often belie the 
other. The gastroscope, wherever available 
and practicable, by showing the presence 
or absence of associated gastritis, may be 
of value in helping one to arrive at an ap- 





*Presented before the General Session at the Annual Meet- 
ing of the Oklahoma State Medical Association, May 16, 1949. 

From the Department of. Medicine and Surgery, V. A. Hos- 
pital, Oklahoma City. 

Published with the permission of the Chief Medical Officer, 
Department of Medicine and Surgery, Veterans Administration, 
who assumes no responsibility for the opinions expressed or 
the conclusions drawn by the authors. 


proximation of the state of healing. It is 
often difficult symptomatically to decide 
whether a state of activity has returned, i.e., 
whether a return of one or more symptoms 
denotes that a quiescent ulcer has become 
active, a healed ulcer has broken down 
again, or a new one has formed. Should 
the return of the vague symptoms of dyspep- 
sia or of the “gassiness” or heartburn be 
construed as a reactivation, a recurrence 
of a new ulcer formation? Until the symp- 
toms are calibrated against roentgenologic 
and other findings, the state of knowledge 
is bound to be uncertain.’” 


In a review of 15,000 patients with chron- 
ic dyspepsia examined at the Mayo Clinic, 
only 18 per cent were found to be due to 
gross organic disease of the stomach and 
duodenum. The most common diagnostic er- 
ror in the series was that of overlooking 
duodenal ulcer, which occurred in 39 cases 
proven by subsequent examination.’ 


Duodenal ulcer represents at least eighty 
per cent of peptic ulceration. Definite X-ray 
visualization of duodenal ulcer, with niche 
demonstration, occurs in less than two- 
thirds of cases of active ulceration, and at 
least 10 per cent of active ulcers give no 
definite diagnostic findings by X-ray. In the 
remainder of the cases one must rely on 
secondary non-specific signs, such as local- 
ized tenderness and deformity of the bulb, 
without niche visualization, to confirm the 
clinical impression. 


Recently this problem was discussed in 
detail by Allen E. Hussar, of Los Angeles, 
California, in a follow-up study of 305 vet- 
erans discharged from the service because 
of peptic ulcer.’ In this series, X-ray exami- 
nation revealed an active ulcer crater in 
22 per cent of the cases, an irritable bulb in 
11 per cent, a deformed duodenal bulb in 
41 per cent, and negative findings in 26 per 
cent of the patients. Clinical activity, as de- 
termined from the patients’ symptoms, was 
found in 60 per cent of the cases. X-ray 
confirmation of the activity of the ulcer was 
present in only approximately one half of 
those which were thought to be clinically 
active. In this series, due to the fact that 
the X-ray findings and the clinical impres- 





October, 1949 


sion were at such variance, an ulcer was 
considered active, if the patient, at the time 
of the last examination, complained of the 
same symptoms he had had at the time the 
diagnosis of peptic ulcer had first been es- 
tablished, regardless of the present X-ray 
findings. On this basis, a diagnosis of active 
peptic ulcer was made in 68 per cent of the 
cases. From this and our own experiences, 
it would seem of value to have another test 
to help in deciding whether an ulcer is ac- 
tive. 

With this in mind, a study of the string 
test, which was described by Max Einhorn 
in 1909,* has been made, in an effort to find 
other objective evidence of activity of a 
peptic ulcer in which an active crater can- 
not be demonstrated by X-ray. Also, a study 
has been made of the comparative results 
of the two tests. 

The Einhorn string test was one of the 
accepted methods of demonstrating a peptic 
ulcer in the years prior to the X-ray ex- 
amination.‘ The test consists of having the 
patient swallow a thread, which remains in 
the stomach and duodenum overnight. An 
ulcerative lesion will produce a dark brown 
stain on the thread. It must be stressed that 
the test is non-specific, and that any lesion 
in the stomach or duodenum which oozes 
blood may give a positive test. 

The technique described by Einhorn is 
essentially as follows.*°* After breakfast 
on the day of the test, the patient is to eat 
nothing but white soft foods. A 36 inch 
piece of Number 5 braided English silk, 
which has been securely tied to a duodenal 
bucket or a shot, is used. A safety pin is 
attached to one end of the string and fas- 
tened to the patient’s shirt. A knot is tied 
to the thread 22 inches from the duodenal 
bucket, and another 32 inches from the 
bucket. The thread is passed two hours after 
the evening meal for the distance of the 
first knot. The patient is then allowed to 
eat crackers and milk as the string is passed 
to the second knot. The string is removed the 
next morning after breakfast. The presence 
1r absence of a bile stain and a dark brown- 
black blood stain is noted when the string 
is removed. The conclusions of Einhorn are: 
i. Many active ulcers produce a blood stain 
on that portion of the thread which is deeply 
bile-stained. 2. A blood stain proximal to 
the bile-stained end is suggestive of an ul- 
cerative lesion of the stomach. 3. False posi- 
tive and false negative results are obtained, 
but many active ulcers produce a blood 
stain. Linen thread has also been used in 

place of silk. 
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During the recent war one of us (T. B.) 
was stationed with an evacuation hospital 
where facility for definitive gastro-intestinal 
X-ray work was not available, and there 
was occasion to use the string test as orig- 
inally described. Our present study has 
shown that our results with this test were 
at least as good as a single gastro-intestinal 
X-ray study. It has also shown that the use 
of a larger cotton string is superior to either 
silk or linen, and, contrary to Einhorn’s be- 
lief. That duodenal ulceration produces a 
stain in the bile-stained region, the stain oc- 
curs usually at the proximal end, or caudad 
to the bile stain. 

The technique used in this study was to 
have the patient swallow 36 inches of a 
Number 14 or 16 ordinary cotton twine, and 
to retain it overnight, with the proximal 
end taped to his cheek. The patient may 
continue his ordinary feedings and medi- 
cation, which do not interfere with the in- 
terpretation of the test. 

If the string is retained, and no marked 
obstruction is present, it will be carried 
through the pyloric ring. This will be veri- 
fied by the finding of a bile-stained distal 
few inches of the string on removal. If 
duodenal ulceration exists, there will ap- 
pear a dark brownish-red discoloration 
either at the upper end of the bile stain or 
within two inches of this stain. A stain 
appearing above this level is considered to 
be due to gastric or esophageal ulceration, 
depending on its location. Usually a bleached 
area of string is noted in that portion which 
lay within the stomach. 

The string may be léft in place for from 
two to four days with no ill effects and no 
appreciable difference in the results. Strings 
which have been made demonstrable by X- 
ray, either by attaching lead shots or by 
soaking in lipiodol, have been shown to pass 
through the pylorus in four to six hours. 
The string is found to lie along the lesser 
curvature of the stomach. The dark brown 
discolorations, considered indicative of ulcer- 
ation, have been consistently shown to give 
a positive benzidine test, whereas negative 
strings do not. Bile obtained at autopsy, 
when diluted, has been shown to discolor cot- 
ton twine similar to the bile stain during 
a string test. 

Figure 1 shows the results of comparison 
of the string test with X-ray 114 times in 
100 admissions to the hospital. The reason 
there are more comparisons is that in sev- 
eral cases the progress of the patient was 
followed with both string test and X-ray. 
The size of the darkish discoloration has. 
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been observed to decrease gradually with 
treatment of the ulcer. When the strings 
have become negative, the X-ray examina- 
tion invariably fails to disclose the previous- 
lly seen active crater. We found this to be 
so consistent, that during the latter period 
of this series, active patients were followed 
with a string until negative, and then had 
a repeat X-ray examination for confirma- 
tion. This relieved much of the burden of 
following the patient from the overloaded 
X-ray department. 

In 72.3 per cent of the comparisons of 
the string and X-ray findings, the results 
were the same. In these instances, it is felt 
that a correct diagnosis could have been 
made from either test. 





STRING TEST STATISTICS 
The string test is compared 114 times in 100 

admissions. 

String positive and X-ray positive for active 
ulcer 

String negative and X ray negative following 
treatment . 

X-ray negative and string negative initially .... 2 

String negative with -X-ray showing a duo- 
denal deformity. No active ulcer by X-ray. 

Initial X-ray negative with a positive string .... 

Initial X-ray showing a deformed bulb, with 
no active crater, and a positive string 

Negative string, with X-ray reporting an ac- 
tive ulcer . 

String wine-colored, with X-ray negative -....... 
Felt to be gastritis. 

Unsatisfactory tests: 

Unable to swallow string, negative X-ray . 

Unable to swallow string, with X-ray showing 
deformed duodenal bulb 

Unable to swallow string, with X-ray showing 
an active ulcer 

String discolored due to tobacco stain 











LIST OF ILLUSTRATIONS: 

Fig. 1—String Test Statistics 

Fig. 2—Showing string in place, with distal end taped to 
patient’s cheek 

Fig. 3 and Fig. 4—From preliminary gastrointestinal X-ray 
series, which was reported as negative, and the specimen re- 
moved at surgery, which showed an active ulcer crater; one 
of the cases in which the X-ray failed to show evidence 
of duodenal ulcer, but in which the string test led to the 
proper diagnosis. 

Fig. 5—Case in which the string test was repeatedly nega- 
tive, although the X-ray showed a large filling defect on the 
greater curvature. Surgical specimen confirmed the finding of 
no break in the mucosa in this large infiltrating growth. 

Fig. 6—Showing string, with attached lead beads, in situ, 
the distal bead lying in the duodenum, the proximal bead 
lying in the cardiac end of the stomach. 
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In 18 instances, or 16 per cent of the com- 
parisons, the results of the initial X-ray ex- 
amination and the string test have dis- 
agreed. We feel that this is the important 
group. In 11 of these the X-ray was en- 
tirely negative, with a positive string. In 
five other cases the initial X-ray showed a 
deformed bulb, but no crater or other evi- 
dences of activity were reported. Of these 
16 patients three were shown to have an 
active ulcer crater on recheck X-ray ex- 
amination. In two other patients active ul- 
cers were reported at a later date, with the 
string test continuing positive during the 
intervening time. In a sixth case a posterior 
duodenal ulcer was demonstrated at surgery 
following repeated positive string test and 


negative X-ray examinations. 

Repeat X-ray examination in another in- 
stance showed a duodenal deformity, but ar 
active ulcer crater could not be found. The 
patient had active ulcer complaints over a 
three year period, and responded well t 
treatment. Two other cases had previousl) 
confirmed diagnoses of peptic ulcer, and 
were offering the same clinical complaints 
which they had had originally. In one casé¢ 
X-ray felt there was the possibility of : 
posterior ulcer which could not be demon- 
strated. One case with a positive string and 
a negative X-ray gave no definite histor, 
of upper GI tract disease, but was hospital. 
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ized at the time for ulcerative colitis. IN 
ONLY TWO INSTANCES of positive string 
tests and repeated negative X-ray examina- 
tion was medical management of the 
dyspeptic complaint a complete failure in 
this series. 


In six of 16 patients with initial positive 
strings and negative X-ray examination, ac- 
tive ulcers have been shown to be present, 
either by repeat X-ray examination or sur- 
gery. It is satisfying to know that the young 
patient with an ulcer history and ulcer com- 
plaints has either a positive or negative 
string to confirm the X-ray findings. If the 
string remains positive and the X-ray nega- 
tive, further diligent search by X-ray for 
an ulcer is indicated. 


In two cases the string test was negative 
and the initial X-ray positive for an active 
ulcer. In one of these the X-ray reported a 
suspicious niche in the pre-pyloric area, with 
a deformed duodenal cap. The other case 
nad a clinical ulcer syndrome and a pre- 
viously confirmed diagnosis of a duodenal 
ilcer. X-ray showed a spastic deformity of 
che duodenal cap which was felt to be due 
to an ulcer. A second X-ray examination 
was reported as negative. 


In four cases included in this series, the 
ulcers have been demonstrated to be pres- 
ent at surgery following positive string 
ests. In one case the ulcer was not found at 
surgery, after both X-ray examination and 
the string test were positive for ulcer. 


In one case the string was covered with 
a wine-colored blood stain over the length 
of the string which was felt to be in the 
stomach. This was undigested blood. The 
patient clinically had a diagnosis of gas- 
tritis, acute, with gastro-enteritis, acute. 
Subsequent upper GI tract X-ray examina- 
tion was negative. 


The case of K. O. P. shows the diffiiculty 
hat can be encountered with the string 
test. On the basis of the negative string and 
he inability to find the previously reported 
gastric ulcer by X-ray, the patient was told 
hat he did not have a gastric ulcer to ac- 
count for his complaints. The string test 
continued to be negative at a later date when 
‘arcinoma was found by X-ray. It was felt 
hat he did not have an ulcerating lesion. 
‘his was confirmed at surgery. 

In 12 instances the test was considered 
insatisfactory. These were mainly because 


f inability of the patient to swallow the 
tring or retain it. One case was unsatis- 
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factory because of discoloration from to- 
bacco juice. Of the other eleven cases, in 
only two patients was an active ulcer demon- 
strated by X-ray. Subsequently it has been 
noted that the attitude of both the patient 
and the doctor prescribing the test will play 
an important part in the patient’s ability 
to retain or swallow the string. 


SUMMARY 


Revision of the technique of an old test 
originally described in 1909 has been pre- 
sented. This test has been largely discarded 
by being overshadowed by the development 
of the X-ray. The procedure has been found 
to be an invaluable addition to the armamen- 
tarium in diagnosing and in determining 
activity in peptic ulceration. 

The test has been compared with X-ray 
results 114 times in 100 admissions to the 
hospital. In 72.3 per cent of the comparisons 
the results have been the same. In this 
series the string test was found to be a more 
reliable guide, both in the diagnosis and 
determination of activity, than a single X- 
ray series. 

The technique of the test has been de- 
scribed and simplified. The use of ordinary 
cotton twine, rather than silk or linen, is 
advocated. 


CONCLUSIONS 

This test may be used to advantage in 
any of the following circumstances: 

1. As a “screening test’ to determine who 
should be X-rayed. 

2. When the clinical and X-ray findings 
are not in agreement. 

8. To increase the accuracy of diagnosing 
peptic ulceration as an adjunct to X-ray. 

4. To determine activity in an already 
diagnosed case of peptic ulceration. 

5. To reduce expense and load of fre- 
quent and repeated X-rays. 
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DR. HOPPS: Our case for today poses a 
very difficult diagnostic problem, one which 
was not solved during the patient’s life. I 
apologize to Dr. Rucks for the obscurities 
in this case and assure him that our pri- 
mary purpose in selecting him as discussant 
was to utilize his excellent ability as a teach- 
er. 

PROTOCOL 

Patient: C. S., 56 year old white male. 
Admitted February 19, 1944. Died March 
14, 1944. 

Chief Complaint: Pain and swelling of 
the right knee. 

Present Iliness: The patient was ap- 
parently well until 18 months before ad- 
mission. While working as a mechanic in 
Phoenix, he had an acute onset of a rather 
prostrating febrile illness (temperature un- 
known). It began with vague generalized 
aches and malaise, “just like the flu.” Very 
shortly he developed a widespread, mildly 
pruritic “‘skin rash and hives.” There was 
an accompanying mild non-productive cough. 
A few days later his wife noticed a slight 
icteric tint to his skin. He was forced to 
remain in bed at first, but over a period of 
two or three weeks there was gradual re- 
mission of all the symptoms except for the 
cough. He then returned to work and was 
able to perform his regular duties despite 
the fact that he never felt “up to par” again. 
There were rather frequent episodes of 
epistaxis and on two occasions he coughed 
up a small amount of blood. About six 
months later he became conscious of a slight 
swelling in the lower lateral aspect of the 
right thigh. There was moderate tenderness 
around the knee and exaggerated movement 
produced some pain. No local increase in 
heat or erythema were noted. He denied any 
precipitating trauma and he could recali no 
fever or constitutional symptoms (except 
for his continued cough). As time went on, 
his pain was intensified and applications of 
many different local medications were with- 
out effect. About four months later he fell 
and struck his knee a rather trivial blow. 
There was an abrupt increase in the swell- 


ing and the overlying skin became hot and 
red. From that moment on he was almost 
completely disabled by the pain. He traveled 
from doctor to doctor in a vain attempt tc 
obtain relief. About one month before ad- 
mission there began a moderate, but persis- 
tent, distention of his abdomen. A short time 
later edema of the feet and ankles became 
evident. He felt that he had lost a slighi 
amount of weight, but the exact amount was 
not known. 


Past History: He had gonorrhea 15 year: 
previously. The wife stated that he had beer 
deeply jaundiced for a short time about fiv« 
years before admission. 


Family History: Not recorded. 

Physical Examination: T. 98°; P. 88 
R. 20; BP 130/80. He was a well developec 
and well nourished white male. The pupil: 
reacted normally. Scattered moist rales wer« 
heard in both lung bases. The heart was 
within normal limits to percussion anc 
auscultation. The abdomen was slightly dis 
tended and it was felt that there were sign: 
of fluid present. The liver was not palpated 
The right knee was two times enlarged anc 
fluctuant. There was marked local tendernes: 
but no redness or increased heat. Bilatera 
edema of the feet and ankles was present 
this was moderate on the left and marked 
on the right. 

Laboratory Data: Urinalysis was not re. 
corded. Hb measured 11.6 gm.% with 3,170,- 
000 RBC‘cu. mm. 'WBC’s numbered 
3,200/cu. mm. and a differential count show- 
ed 78 percent neutrophiles and 22 percent 
lymphocytes. The Mazzini test was negative 
The spinal fluid was reported to show 7,00( 
WBC and 15,000 RBC/cu. mm. with a tota 
protein of “3.5 percent” and positive globu 
lin. An ECG was interpreted as “left axi: 
deviation”. X-rays revealed “marked sof 
tissue swelling of the right knee with an 
terior displacement of the patella. There i: 
suggestive erosion of the medial tibial con 
dyle. Diagnosis — effusion into right kne 
joint”. A chest plate two weeks later showec 
an essentially normal cardiac outline wit! 
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obliteration of the right costophrenic angle. 
‘Diagnosis — effusion into right pleural 
cavity.” 

Clinical Course: In the OPD before ad- 
nission 200 cc. of fluid (character not de- 
cribed) were removed from the right knee 
oint. Aerobic and anaerobic cultures of this 
luid showed no growth. Attempts to as- 
irate fluid one and two weeks later were 
insuccessful. The patient spiked a daily 
emperature elevation of 99° to 103°. He 
vas given supportive therapy in preparation 
or orthopedic correction of the knee. About 
ne week after admission it was felt that 
1e Was jaundiced and an icteric index at 
hat time was 25. He was given parenteral 
‘lueose and one blood transfusion, but he 
lid not improve. On the 22nd hospital day 
ie suddenly vomited about 250 cc. clotted 
lood, following which he became markedly 
lisoriented. Upon examination there were 
umerous moist rales over all lung fields. 
‘he respiratory rate was 40 and pulse rate 
40; blood pressure was not recorded. 
Jespite supportive therapy he died 24 hours 
iter. 

CLINICAL DIAGNOSIS 

DR. RUCKS: I shall not re-read the entire 
‘rotocol but I would like to review what 
eem to be the important points. This man 
vas 56 years old and he was sick for 18 
nonths before he died. About 19 months 
vefore he died he lived in Phoenix, Arizona, 
vhich may be an important fact. His initial 
illness could have been most anything. It 
gan, according to our data, “just like the 
lu”, with malaise, fever, and a non-produc- 
tive cough. There were two things about 
this, however, that are somewhat extra- 
ordinary. He had some kind of skin rash; 
this may have been hives. He probably re- 
ceived penicillin and this with his fever 
could explain the skin rash. On the other 
hand, there are certain specific febrile di- 
seases characterized by skin rashes. Ap- 
parently, this initial illness was rather se- 
vere. He was in bed for two or three weeks, 
and it took him quite awhile to be up and 
“bout — even then he still had some cough. 
le never did feel completely well after this 
Iness of 18 months ago. He had a slight 
ose bleed a few times, and on two occas- 
ms he coughed up a small amount of blood. 
pparently he went back to work, but didn’t 
eel like it. About six months later he ob- 
arved a swelling of the lower lateral aspect 
f his right thigh. This plays an important 
le throughout the remainder of his course. 
his is a very difficult thing to evaluate and 
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adds much confusion to the picture. There 
was moderate tenderness about the knee and 
movement caused pain. It wasn’t red or hot, 
and he recalled no previous injury. We notice 
that at this time he was still coughing. As 
we continue the patient’s course, the knee 
begins to assume major proportions and ap- 
parently the pain became very severe. Ac- 
cording to the story here, there was an in- 
crease in swelling and the overlying skin 
became hot and red. From then on the pa- 
tient was completely disabled. About a 
month before he came to the hospital (about 
two months before he died), he began to 
have some swelling of the abdomen, for the 
first time, and then he developed edema of 
the feet and ankles. In spite of all this he 
had not lost much weight, and according to 
the note in the physical examination, he was 
a well developed, and well nourished man. 

The past history reveals gonorrhea 15 
years previously, which I don’t believe con- 
tributes anything to the present illness. I 
certainly do not believe that he had gono- 
coccal arthritis. His wife stated that he had 
been deeply jaundiced for a _ short time, 
about five vears before admission — this 
may be important. 

On physical examination it states that he 
did not appear to be very sick. He was treat- 
ed in the Outpatient Department for awhile. 
It was thought that there was some fluid 
present in the abdomen, but the liver wasn’t 
enlarged and the heart was of normal size. 
I think that we can eliminate congestive 
heart failure. At this time the knee is de- 
scribed as being enlarged to twice normal, 
fluctuant, and with marked local tenderness. 
Apparentiy there was more edema of the 
foot on the side of the involved knee than 
on the other side. He wasn’t very anemic; 
he had over 3,000,000 red cells and 11.5 gm. 
hemoglobin. He did have a leukopenia with a 
relatively normal differential count. Now, 
for no apparent reason, we have a report 
of his spinal fluid. Surely there must have 
been some reason why this was examined, 
but it is not indicated in the protocol. The 
spinal fluid contained 7,000 white cells and 
15,000 red cells and “3.5 percent” protein. 
The report of protein is obviously in error. 
The large number of RBC’s indicates a 
“bloody tap”, but even so, there should not 
have been 7,000 white cells. We must there- 
fore assume that the patient did have an 
abnormal spinal fluid. 

On x-ray examination it was thought that 
there might be a little erosion of the medial 
tibial condyle, but apparently the roentgen- 
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ologist did not wish to commit himself be- 
cause his final diagnosis was “Effusion into 
the right knee joint.” The other x-ray diag- 
nosis was “Effusion into the right pleural 
cavity.” The joint fluid was apparently 
sterile, since there was no growth upon cul- 
ture. The patient’s illness was febrile dur- 
ing this stage, his temperature varying from 
99° to 103°. He was given supportive thera- 
py in preparation for orthopedic correction 
of the knee. About a week after he was ad- 
mitted something else happened; he became 
very definitely jaundiced with an icteric in- 
dex of 25. I presume he became rapidly 
worse following this because he was given 
transfusions and glucose and did not im- 
prove. On his 22nd hospital day he suddenly 
vomited 250 cc. of clotted blood. He ap- 
parently went into shock after this, charact- 
erized by rapid pulse, rapid respirations, 
pulmonary rales, and thereupon died. 

Here we have an illness with a lot of ap- 
parently unrelated phenomena _ involving 
numerous systems. The patient started off 
with an initial illness of fever, skin rash, 
cough, and hemoptysis. He developed pain 
in his leg with sterile effusion, and develop- 
ed a terminal febrile illness. I don’t know 
how long he was having temperature up to 
103°, but apparently for 22 days, anyway. 
He developed fluid in his abdomen and fluid 
in his extremities and yet I think we can 
eliminate congestive heart failure as a cause 
of this. If we could forget this knee for a 
moment, here’s an individual who five years 
ago had some type of jaundice and had an 
acute illness 18 months ago, during which 
he became questionably jaundiced. He may 
have been jaundiced off and on during the 
ensuing months, certainly he was jaundiced 
during his terminal illness. Furthermore, he 
developed free fluid in the abdomen, edema 
of the legs, atid vomited blood. All of those 
things fit in very well with cirrhosis of the 
liver. Cirrhosis of the liver is notoriously 
encountered at autopsy in individuals who 
have some other illness that attracts the 
clinicians attention. I think cirrhosis of the 
liver is something we’ll put down as a possi- 
bility, albeit somewhat remote. This would 
explain the vomiting of blood — from eso- 
phageal varicosities. It would explain the 
edema of the abdomen and legs and the 
periodic jaundice. It is proper, in recent 
years, in any obscure case, to always bring 
up the possibility of periarteritis nodosa. 
Perhaps this should be brought up here. 
After all, periarteritis nodosa is a disease 
which sometimes explains otherwise un- 
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explainable phenomena. It can involve the 
kidneys, and does in about 80 percent of 
cases; it can involve the heart; it involves 
the liver in about 65 percent of individuals 
that have it; it involves the gastro-intestinal 
tract in about half of the cases; and, it in- 
volves the joints occasionally. I’ve seen it, 
on one occasion, in which the articular sur- 
faces were involved. Furthermore, it some- 
times involves the central nervous system. 
Well, if we have a disease that involves all 
these systems we might easily grasp on to 
it as explanation of widespread bizarre 
symptoms. Yet, on the other hand, this 
doesn’t look much like periarteritis nodosa. 
The patient had a leukopenia, and the vast 
majority of people with periarteritis have 
elevated counts — up to 20 or 30 thousand. 
Furthermore, most of them have _ eosino- 
philia and most of them have hypertension. 
He didn’t have any of those. Let’s just put 
that aside for the moment. There are a few 
other things that I think should be mention- 
ed in passing. If all these signs and symp- 
toms could have been of relative unimpor- 
tance except those pertaining to the knee, 
might this case be one of osteogenic sar- 
coma? Could his febrile illness of 18 months 
ago have been an insignificant thing from 
which he spontaneously recovered? This is 
all very well except that people who die of 
osteogenic sarcoma would be expected to 
have definite x-ray evidence of it long before 
their death. I think that this possibility can 
be eliminated. Certainly this is not an or- 
dinary septic joint; the fluid was not puru- 
lent, I presume, and no organisms could be 
cultured. This then is not gonorrheal arthri- 
tis. 

In certain parts of California — in the 
San Joaquin Valley, Antelope Valley, in 
Arizona and Western Texas, there occurs a 
disease in endemic form, which many of you 
know — coccidioidomycosis. This disease 
begins as a febrile illness and, initially, res- 
piratory symptoms are most prominent. Peo- 
ple sometimes are but very slightly ill and 
the majority of them don’t even see a doc- 
tor. Some patients become quite ill with a 
rather severe cough, pain in the chest, many 
times with a skin rash. This rash is erythe- 
matous and of the type seen in erythema 
nodosa. The disease progresses for a varying 
length of time and most people get well 
Others may go ahead and develop more 
permanent lesions in the chest even includ. 
ing small cavities. The roentgenologist cat 
often recognize the true nature of  thes« 
lesions because of the very little infiltratior 
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around the cavity. Pulmonic lesions, includ- 
ing cavities, that occur in coccidioidomycosis 
do not make a person very sick but rather 
seem to confer some immunity to that indi- 
v:dual in protecting him from the dissemi- 
nated form of the disease. A very small per- 
ntage of people with coccidioidomycosis 
velop the disseminated form of the di- 
ase. Widespread granulomatous lesions ap- 
ar in various parts of the body. Notorious 
nong the distant remote sites of involve- 
rent are the bones. The lesions may also in- 
lve joint surfaces to produce effusion. The 
sease itself is associated with fever. An- 
her thing that can happen is hepatic in- 
Ivement. The disseminated form of the 
sease often involves the central nervous 
stem. Spinal fluid findings usually include 
cell count of something like 800 to 1000 
ite cells with a slight predominance of 
nphocytes, a paretic type of colloidal gold 
».rve, and with some increase in total pro- 
«n. The diagnosis of coccidioidomycosis ap- 
als to me more than any other one and it 
plains the symptoms which this patient 
esented. So, without further apology, I’ll 
1 ake a diagnosis of coccidioidomycosis in 
is case, the explanation of death being 
»eningitis. Rupture of esophageal varicosi- 
ss due to hepatic involvement by 
‘ecidioidomycosis is a possibility. 
CLINICAL DISCUSSION 
DR. LACHMAN: So far as the chest film 
is concerned, we have a vanishing effusion 
vith some increased markings. There is 
othing pathognomonic here — certainly no 
signs of any tuberculosis, coccidioidomyco- 
is or histoplasmosis. Five years ago a diag- 
osis of tuberculosis would have been con- 
sidered sufficient; however, we now almost 
invariably say — or coccidioidomycosis or 
stoplasmosis, since these three diseases 
ay produce identical changes from the x- 
‘ay standpoint. There is one thing I might 
dd here and that is the impression of a 
athological fracture in the tibia. That 
uuld fit into the story, wouldn’t it? The 
otocol states that for a time the patient 
d only mild pains around the knee joint, 
‘ght swelling in the lower lateral aspect 
the right side, moderate tenderness, and 
on, but that all of a sudden, four months 
er, he fell and struck his knee a rather 
vial blow with an abrupt increase in the 
elling accompanied by redness and heat 
the overlying skin. From that moment 
he was almost completely disabled. Now, 
s film isn’t very clear, but it still gives 
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me the idea of a pathological fracture in 
addition to the destructive process that is 
present in the knee joint. 


PATHOLOGIC DIAGNOSIS 

DR. HOPPS: Dr. Rucks, your presentation 
has been most instructive and accurate in 
all important respects. You are to be com- 
mended at arriving at a final diagnosis 
which was correct in all points, despite 
many deficiencies in the history. I'll briefly 
review the findings at autopsy, show several 
microscopic sections and then ask Dr. Gaf- 
ford to say a few words about the general 
nature of coccidioidomycosis and comment 
on several points which bear direct relation 
to this particular case. At the time of au- 
topsy, in the deep bursae of the right knee 
approximately 250 cc. of purulent fluid was 
recovered. In the vicinity of the medial con- 
dyle of the tibia an additional 100 cc. of 
pus was recovered. This is the region in 
which Dr. Lachman postulated a pathologic 
fracture. The circumference of the right leg 
at the knee was 44 cm. The left leg at the 
knee was 38 cm, which gives a more ac- 
curate concept of the degree of swelling 
which was present. There was about 750 
cc. of serous fluid in the peritoneal cavity, 
and 150 cc. in the right pleural cavity. The 
associated evidence of recent weight loss 
suggests that this was a manifestation of 
hypoproteinemia — nutritional edema. The 
cardiovascular system was essentially nor- 
mal save for slight cardiac hypertrophy, the 
degree of which would not be clinically sig- 
nificant. The lungs were markedly altered. 
The left weighed 1190 gm., and the right 
1100 gm., (normal 325 and 375 gm.). In 
this case, the marked increase in weight 
represented, for the most part, inflamma- 
tory exudate. This much _ inflammatory 
exudate, or edema fluid for that matter, is 
approaching the critical limit beyond which 
effective respiration can not continue. His- 
tologically, numerous sections reveal the 
characteristic pattern of inflammation pro- 
duced by coccidioides immitus. This charac- 
teristic reaction is not greatly different from 
ordinary bronchopneumonia except for the 
presence of giant cells and the presence of 
the specific organisms. As a matter of fact, 
these pulmonic lesions do represent a type 
of bronchopneumonia. The ‘spleen weighed 
825 gm., in contrast to the normal average 
weight of 150 gm., and there was evidence 
of coccidioidal infection there too. The kid- 
neys were each enlarged approximately one 
and one-half times, weighing 225 and 250 
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gm., respectively. They too showed evidence 
of this infection. The liver was reduced to 
about two-thirds its normal weight and the 
reduction in size seemed to be a little bit 
greater even than the reduction in weight, 
indicating an increased density. On external 
and on cut surfaces there were irregular 
lobulations up to 1 cm. in diameter, so that 
the gross appearance was that of multi- 
lobular cirrhosis, i.e. Laennec’s cirrhosis. 
There was no clinical evidence of hemor- 
rhage during the last 20 hours or so of the 
patient’s life and, at autopsy esophageal 
varices were not evident. Even when these 
are known to be persent they may be dif- 
ficult to demonstrate at autopsy because they 
completely collapse after death. The absence 
of any other lesion in the gastro-intestinal 
tract from which hemorrhage could have 
occurred makes it likely that Dr. Ruck’s as- 
sumption was correct. 


The slides which I shall project will dem- 
onstrate that this patient had disseminated 
coccidioidomycosis, with extensive involve- 
ment of the lungs and involvement also of the 
spleen, kidneys, liver, and bones of the right 
knee. It is very difficult to determine wheth- 
er or not the cirrhosis may have been an 
effect of coccidioidomycosis. Because of the 
age of the granulomatous lesions in the liver 
I believe it most likely that the cirrhosis 
probably antedated the coccidioidomycosis 
and probably contributed to it. In evaluating 
the pathologic findings of this case we find 
that the pattern of involvement is a con- 
ventional one as compared with a large ser- 
ies of cases reviewed by Wiley Forbus and 
his associates at the Army Institute of Path- 
ology. In this series lungs were involved in 
approximately 90 percent of the cases, 
lymph nodes in about three-fourths of the 
cases, and bones in approximately one-half 
of all cases of disseminated coccidioidomyco- 
sis. I think that was one of the important 
clues to the solution of this case, that 
coccidioidomycosis, in its disseminated form, 
involves many tissues, but involves the bone 
in a high percentage of cases. Leptomeninges 
were involved in approximately one-third 
of Forbus’ cases and leptomeningitis was a 
common cause of death. 


DR. GAFFORD: We have prepared a chart 
that rather graphically illustrates some 
points Dr. Rucks made in relation to 
coccidioidomycosis and which depicts the 
course of coccidioidomycosis from the time 
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of infection or primary phase, as it is usual- 
ly called. In by far the greatest majority of 
cases, as indicated here, the disease does pro- 
ceed to complete resolution. Since this phase 
of the disease is often clinically silent it is 
not known how many cases actually occur. 
Since approximately 95 percent of persons 
that live in an endemic area of coccidioidc- 
mycosis develop positive skin tests after they 
have lived there for 10 years, it is assumed 
that the number of asymptomatic cases of 
primary coccidioidomycosis is quite high. 
Approximately 20 percent of persons wit 
the primary phase will develop residuz] 
lesions in the lungs, and by that I mear 
lesions that will persist after the acute ep - 
sode has subsided. These residua may thea 
take any one of several courses; they may 
completely resolve and it is astounding thet 
cavities may completely resolve, leaving 
practically no trace whatsoever. From these 
residual fibrosis and calcification can resul:, 
and that is frequently seen. From the pr- 
mary phase also a very small percentage «f 
patients may proceed directly into the dis- 
seminated phase. It is possible too that tle 
“residua”, even after some calcification, may 
lead to dissemination and this after a latent 
period of as long as six months. It is in- 
teresting to note that this patient was at the 
approximate upper limit of his latent period 
to develop dissemination if we assume that 
dissemination occurred at the time of the 
initial swelling of his knee. 

Clinically it may be very difficult to dif- 
ferentiate coccidioidomycosis from tubercu- 
losis, for the reason that tuberculosis can 
involve the lungs, the bone, the central ner- 
vous system, etc., just as in this case. For 
a while roentgenologists had a great deal 
of difficulty in identifying this disease, but 
I think that their difficulty is less now since 
they have had opportunity to see a large 
number of cases of coccidioidomycosis, par- 
ticularly those with cavities. Most people 
who have tuberculosis cavities have an arva 
of infiltration around the cavity, whereas in 
coccidioidomycosis the cavity is usually sur- 
rounded by a very thin shell, without peri- 
pheral infiltration. Furthermore, in people 
with cavities, repeated failure to demo.- 
strate tubercle bacilli is of great significance. 
Certainly this case depicts the difficult as- 
pects of diagnosis and illustrates the varie y 
of different diseases under which dissemin< t- 
ed coccidioidomycosis may masquerade. 
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D A MAMI N E P (Brand of dimenhydrinate) 


has been accepted by the Council on Pharmacy and Chemistry 


of the American Medical Association for the prophylactic and 


therapeutic relief of motion sickness. 


*TRADEMARK OF G. D. SEARLE & co. 
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Dyesident’s Vage 











Certain significant observations came to light in considering 
the factors involved in the defeat of President Truman’s Reorgani- 
zation Plan No. One. 


1. The Physicians of this country can exert a tremendous 
influence for the RIGHT when they are awakened and 


aroused. 


. Most of the Senators other than those on the Committee, 
were entirely unacquainted with the content and potential 
dangers in Reorganization Plan No. One two weeks before 
it became up for vote. 


. Personal contact in Washington with the members of the 
Senate in discussing the nature and provisions of the Plan 
was the greatest single factor in determining its over- 
whelming defeat. 


. There are still many senators of vision and courage repre- 
senting the People — vision to see subtly concealed and 
hidden hazards to the future welfare of our nation, courage 
to vote as they deem right without fear of party pressure 
or loss of presidential favor. 


. The necessity for us to be constantly on the active alert 
for other similar legislation such as §.1411 providing 
$35,000,000 for medical care to school children without re- 
gard to their economic status and 8.1453 offering subsidies 
for Medical Education and Hospitals whereby the Govern- 
ment may ultimately control that which it subsidizes. 


We are proud indeed that Oklahoma, through its active Public 
Relations Program, had a vital part in defeating this insidious at- 
tempt to foist wpon the American people another hidden socialistic 


President. 


-scheme. 
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WARREN -TEED 


Standardize your sulfa therapy 
by prescribing this 
low-toxicity sulfonamide 
Bi-Sulfazine 
always prescribe 

controlled 


quality 


WARREN - TEED 
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Special Hrticle 











The Medical Assistants Society, which is holding its Second 
Annual Meeting in Oklahoma City in October, should have our 
undivided support. The purposes behind this organization and the 
possibilities for self improvement of its members, thereby increas- 
ing the value of their services to the profession and the public, 


should be encouraged. 


The young women who are in the reception rooms, labora- 
tories, business offices, etc., are rendering a necessary part of the 
total effort which goes into properly caring for the medical needs 
of our patients. Their contact affects the broad picture in some 
degree for better or for worse; theirs is an opportunity to create 
favorable public relations. 


We must urge the members of our own offices to become a 
part of such an organization and permit them time to do so. 


A program of the meeting appears in this issue. 
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going your way 


FOLLOWING a parallel route to a similar 
destination, the ethical pharmaceutical 
maker necessarily keeps the progress and 
direction of scientific medicine constantly 
in view. 

For a closer look at medicine's progress 
and full comprehension of its implications, 
the Smith-Dorsey Company has expanded 
its research facilities, secured increased re- 
search grants and added research personnel. 
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THE SMITH-DORSEY COMPANY - Lincoln, Nebraska ee 


BRANCHES AT LOS ANGELES AND DALLAS 





JOURNAL OF THE OKLAHOMA State MeEpIcAL ASSOCIATION 


October, 1949 


PUBLIC RELATIONS REPORTER 











THOUSANDS SEE EXHIBIT 

Oklahoma State Medical Association’s ed- 
ucational health exhibit has been viewed by 
approximately 300,000 Oklahomans during 
the past month and will be seen by many ad- 
ditional thousands during October. 

The exhibit, which was prepared by the 
Public Policy Committee, has been shown at 
the Garvin County Fair, September 7 to 9; 
the Seminole County Fair, September 14 to 
16; the Tulsa State Fair, September 18 to 
22; and the Oklahoma State Fair in Okla- 
homa City, September 24 to 30. 

This month the exhibit will be displayed 
at the Oklahoma Free State Fair in Mus- 
kogee, October 2 to 9; the Oklahoma Edu- 
cation Association Convention in Oklahoma 
City, October 13 and 14; and the Made-in- 
Oklahoma Exposition in Oklahoma City, Oc- 
tober 26 to 30. 

Members of the Women’s Auxiliary 
throughout the state are serving as hostes- 
ses at the exhibit booths. Much of the credit 
for the success of this project can be given 
to the Auxiliary’s assistance. 

The exhibit compares health conditions in 
Oklahoma with neighboring states and also 
points out the advantages of voluntary 
health insurance and the free enterprise 
system over compulsory health insurance. 
National Education Campaign pamphlets 
are being distributed at the exhibit. 

A special attraction at the exhibit booths 
is an essay contest for junior and senior 
high school students. Entry blanks and rules 
for the contest are given out at the booth. 

The first prize in this contest is a $100 
U. S. Savings Bond. A $50 bond is given for 
second place, and a $25 bond for third. No- 
vember 1 is the deadline for entering the 
contest and announcement of winners will 
be made about December 1. Five well known 
Oklahomans, including the State Command- 
er of the American Legion and the president 
of Oklahoma Education Association, have 
consented to serve as judges. 


AIDS FOR SPEAKERS 

Materials to help you prepare talks on 
compulsory health insurance are available 
through the Executive Office. Many organiza- 
tions which suspended activities during the 
summer are now meeting regularly. 

Have you checked to see if someone has 
discussed the dangers of compulsory health 
insurance and the social welfare state be- 
fore the important organizations in your 
community? Write to the Executive Office 
if you want Speaker’s Kits, pamphlets for 
distribution to audiences, or the names of 
outstanding speakers in your area. 


“THE DOCTOR” 

The National Education Campaign poster 
which displays the Fildes painting “The 
Doctor” should be in every physician’s of- 
fice in the state. 

In addition, the poster can be effectively 
displayed in hospital lobbies, drug stores, 
banks, and business offices — any place 
where people oppose compulsory health in- 
surance as a dangerous step toward a so- 
cialistic form of government. Write the Ex- 
ecutive Office for as many copies of the 
poster as you can use. They’re available in 
two sizes — 20 x 19 inches or 36 x 35 inches. 


AUXILIARY PUBLIC RELATIONS 


Plans for providing trained speakers on 
the subject of compulsory health insurance 
have high priority on the program of the 
Women’s Auxiliary this year. All County 
Auxiliary Public Relations Chairmen are re- 
ceiving material on the subject from Mrs. 
W. R. Cheatwood, Duncan, State Public Re- 
lations Chairman, and from the National 
Education Campaign. 

There now are 32 County Auxiliaries, 
representing 50 counties, and the group has 
plans for further expansion in the near fu- 
ture. 
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For the public good 


The health and well-being of at least 1,000,000 Americans depends upon their dis- 
covery and treatment as diabetics. The American Diabetes Association is directing 
the year-round Diabetes Detection Drive to find the “1,000,000 unknown diabetics” 


and guide them to their own physicians for treatment. 


raz ames Selftester = 


(TRADEMARK) 
brings those with glycosuria to you for diagnosis. 





A simple home screening test * the directions state: 


for urine-sugar, the Ames Self- 

tester* is a new approach to 1. The Selftester does not diagnose diabetes or any other disease. 
this detection problem. Like the Its sole function is the detection of sugar (glucose) or sugor-like substances 
clinical thermometer, it is sold 2. 1 reaction is positive, see your doctor at once. Sugor in your 
directly to the public through urine does not necessarily mean you have diabetes (nor does a negotive 
drugstores. Also like the ther- result definitely exclude the presence of disease). But only your doctor, by 
mometer, it does not give a di- medical examination and by additional laboratory tests, can tell why you 


agnosis, but only a warning. show sugar. 

















rue ames Selftester to detect | 
CLINITEST® to control j 


Brand + Reagent Tablets 


*Approved by the Council of the American Diabetes Association and accepted for advertising in 
publications of the American Medical Association. 


THE DIABETIC 


AMES COMPANY, INC + ELKHART, INDIANA 
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SECOND CIRCUIT 
SET FOR OCTOBER 


The second circuit in the postgraduate course in in- 
ternal medicine course will open in eastern Oklahoma 
October 3, 1949. The first lecture will be given in Poteau 
Monday night, October 3, and the succeeding lecutres 
will be given in McAlester Tuesday night, October 4, 
Okmulgee Wednesday night, October 5, Muskogee Thurs- 
day night, October 6, and Tahlequah Friday night, Oc- 
tober 7. 

The lectures will continue in each center for 10 con- 
secutive weeks with the exception that the course will 
be postponed for one week, beginning October 24 
through the 28th, so that physicians may attend the 
Oklahoma City Clinical Society meeting. The lectures 
will be resumed the week of October 31 and will con- 
tinue through December 16. The enrollment to date 
has been very excellent. 

Doctor Becker closed his first circuit in Northeastern 
Oklahoma September 23, and all reports from that area 
give high praise to Doctor Becker’s teaching ability. 
The attendance was exceptionally good in spite of the 
heat and vacations. 


BASIC SCIENCE BOARD 
APPOINTED BY GOVERNOR 


Five new members were recently appointed to the 
Basic Science Board by Governor Roy J. Turner. Newly 
appointmed members, present members and the expira- 
tion date of their terms are as follows: 

Clinton Gallaher, M.D., Shawnee, 1954; Homer S. 
Marsh, Ph.D., Norman, 1953; Howard C. Hopps, M.D., 
Oklahoma City, 1954; H. W. Orr, Ph.D., Stillwater, 
1952; R. Vance Toler, D.O., Shawnee, 1953; Otto M. 
Smith, Stillwater, Ph.D., 1951; and Sterling Cooley, 
D.C., Tulsa, 1950. 

The board examines all applicants for licenses to 
practice any of the healing arts. 
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PHYSICIANS — DENTISTS 
TO RECEIVE CANCER BULLETIN 


The Committee on Professional Education of the Ok- 
lahoma Division of the American Cancer Society an- 
nounces that the last issue of the Cancer Bulletin will 
be sent out in December. 


With the co-operation of the State Health Depart- 
ment, the Committee is subscribing to The Cancer 
Bulletin (formerly the Texas Bulletin) for all phy- 
sicians and dentists in the State. It will be sent out 
six times a year. This new bulletin, well illustrated, 
is an exceedingly fine one and now has a wide cireu- 
lation throughout the country. 





OKLAHOMA CITY PHYSICIAN 
LECTURES IN ALASKA 


Serving as an instructor at the first Alaska Medical 
Mission conference was Edward N. Smith, M.D., ob- 
stetrician and gynecologist of Oklahoma City. Dr. Smith 
was one of six specialists selected by the American 
Medical Association to lecture at the Alaska medical 
clinic, which was held at Anchorage, Alaska, from 
July 19 to August 2. 


The clinic was designed primarily for Alaska Native 
Service doctors who are in charge of remote hospitals 
in the territory. Also in attendance were medical officers 
stationed in Alaska with the U.S. Air Force and Army 
and personnel of the Alaska Department of Health. The 
meeting was sponsored by the American Medical As- 
sociation, U.S. Air Force, and the Alaska Native Ser- 
vice, Department of the Interior. 





for Quick Action! 


in the Respiratory and Circulatory Emergencies 
of Intravenous Barbiturate Anesthesia. 


inject 


counen accerres (Metrazol 


intravenously, intramuscularly, subcutaneously 


In respiratory and other emergencies resulting 
from medullary depression during anesthesia. 
Ampules | and 3 cc., tablets, solution, powder. 
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js Uae SIMPLIFIED 
pel ere 


Simultaneous 
immunization 


. 
OIPHTHERIA TETANUS PERTUSSIS 


. . a decrease in the number of injections will go far to make the 


practice of pediatrics more tolerable.” (Fischer: J. A. M. A. 134:1064, 1947) 


Office routine simplified . . . each injection is the same—0.5 cc. 
Patient discomfort and reactions minimized 

Lower expense for physicians and institutions 

Easier injection because the product is exceptionally fluid 





1.5 cc. vials — 1 complete immunization; 7.5 ce. viols —5 


DIPHTHERIA 
TETANUS TOXOIDS 


Alum Precipitated and 


PERTUSSIS VACCINE 
COMBINED SQUIBB 
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Skirvin Hotel 


9:00 A.M.to 1:30 P.M.—Registration, Skirvin Hotel. 


1:45 P.M.—Response, V. K. Allen, M.D., Tulsa. 
2:00 P.M.—L. J. Starry, M.D., Oklahoma City. 


3:30 P.M.—Musical favorites. 
3:45 P.M.—Blue Shield. 





PROGRAM 


OKLAHOMA STATE MEDICAL ASSISTANTS SOCIETY 
Second Annual Convention 


FRIDAY 
, October 21, 1949 
8:00 P.M.—Oklahoma County girls hostesses at reception honoring out of city guests, Skirvin Hotel. 
SA AY 


October 22, 1949 


1:30 P.M.—Meeting called to order. President Alma Hall, Tulsa, presiding. 
Address of Welcome, A. L. Salomon, M.D., Oklahoma City. 


2:30 P.M.—Lewis J. Moorman, M.D., Oklahoma City. 
3:00 P.M—Mrs. George H. Garrison, Oklahoma City. 


4:00 P.M. to 5:00 P.M—Convivial Hour sponsored by Medical Service Society. 
7:00 P.M—Dinner. Guests—Society medical advisors: George H. Garrison, M.D., Oklahoma City, President, 
Oklahoma State Medical Association; M. J. Searle, M.D., Tulsa; V. K. Allen, M.D., Tulsa; Robert 
S. Funk, M.D., Tulsa; A. L. Salomon, M.D., Oklahoma City, Byron Williams, M.D., Oklahoma City. 
9:00 P.M. to 12—Dance, Persian Room, Skirvin Hotel. 
SUNDAY 
October 23, 1949 
A.M. to 10:00 A.M.—Registration and Organization of New Counties, Skirvin Hotel. 
A.M.—Meeting called to order, President Alma Hall, Tulsa. 
A.M.—Greetings, President Geneva Staunton, Oklahoma County Medical Assistants, Oklahoma City. 
A.M.—Response, President Mildred Boaz, Payne County Medical Assistants, Stillwater. 
A.M.—Carroll Pounders, M.D., Oklahoma City. 
to 12:00 A.M—Business meeting and election of officers. 
P.M.—Luncheon, Installation of Officers, Skirvin Hotel. Guests, Society Medical Advisors; Dick Graham, 
Executive Secretary, Oklahoma State Medical Association. 
P.M.—Viewing of Clinical Society Exhibits, Biltmore Hotel. 


Oklahoma City 











HAVE YOU HEARD? 











G. S. Collins, M.D., a graduate of the University of 
Oklahoma School of Medicine, has recently moved to 
Prague to practice. 


W. W. Cotton, M.D. and R. W. Lowrey, M.D., Poteau, 
have recently opened a new clinic there. 


Carl H. Bailey, M.D., Stroud, is one of the new di 
rectors of the Stroud chamber of commerce. 


C. J. Allgood, M.D., Snyder, discussed socialized med- 
icine at a meeting of the Snyder Rotary Club. 


M. L. Henry, M.D., McAlester, addressed the Mce- 
Alester Junior Chamber of Commerce on socialized med- 
icine and following his address, the Jaycees went on 
record officially as being opposed to socialized medicine. 


James F. Tagge, M.D., a graduate of the Washington 
University School of Medicine, is now associated with 
Paul Champlin, M.D., and J. W. Mercer, M.D., Enid. 


F. W. Ewing, M.D., Muskogee, attacked the proposed 
compulsory health insurance as not insurance but a 
tax before the Lions Club of Muskogee. 


Harper Wright, M.D., formerly of Oklahoma City, 
has moved to Chattanooga, Tenn. where he will con- 
tinue his education at Erlanger hospital. 


Byron W. Aycock, M.D., Lawton physician, was re- 
cently featured in an article ‘‘Who’s Who in Lawton’’ 


in the Lawton Morning Press. 


Robert Srigley, M.D., Hollis, recently gave a series 


of health lectures at the Vinson and Hollis East Side 
veterans classes. 


Clyde Kernek, M.D., Holdenville, explained the pro- 
posed compulsory health insurance plan at a meeting of 
the Holdenville Lions club. 


M. L. Saddoris, M.D., Cleveland, Oklahoma, was re- 
cently awarded a wooden plaque made by the Boy Scouts 
in appreciation of the work he did in the interest of 
the camping program of that city. 


Robert M. Shepard, M.D., Tulsa, was elected governor 
of the American College of Chest Physicians for the 
State of Oklahoma at the Annual Meeting of the group 
held in Atlantic City, New Jersey, June 2-5, 1949. Dr. 
Shepard’s term will extend for a period of three years. 


Harry F. Hightower, M.D., Hobart, has been ap- 
pointed county superintendent of Health for Kiowa 
county. 


A. Ray Wiley, M.D., Tulsa, spent three months in 
Europe during the summer visiting London, Rome, 
Vienna, Venice, Switzerland, Sweden, Norway, and 
Scotland. 


Earl McBride, M.D., Oklahoma City, had an article 
on low back pain appearing in the August Rocky Moun- 
tain Medical Journal. 

J. L. Wharton, M.D., Depew, spent his 76th birthday, 
July 27, 1949, at Russellville, Ark, where he was born. 
Dr. Wharton delivered a baby boy for Mrs. Elihu Burk- 
leo of near Duncan, Indian Territory in September, 
1898 reports G. A. Wharton, also of Depew. 
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OBITUARIES 











WILLIAM JACKSON SAYLES, M.D. 
1904-1949 

William Jackson Sayles, M.D., for 12 years a Miami 
eye, ear, nose and throat specialist, died August 26, 
1949, in a Tulsa hospital of poliomyelitis. 

Dr. Sayles was born in Iowa February 19, 1904, and 
was graduated from lowa University School of Medi- 
cine in 1931. He served his internship at the City hos- 
pital in St. Louis. He moved to Miami from St. Louis 
in 1937 and joined the Miami clinic in December, 1938. 
Dr. Sayles served three years as a major in the armed 
forces from the fall of 1942 to November, 1945. 

Dr. Sayles was 32nd degree Mason, and a member 
of the Miami post of the American Legion. He had 
been secretary of the Ottawa County Medical Society 
for several years and was vice-councilor of District 
No. One. 

Besides his widow of the home and parents, Mr. and 
Mrs. C. J. Sayles of St. Louis, a daughter, Lucy Sayles, 
and three sons, Charles, Rodney and Edward, all of 
the home, survive. 





A. B. STEPHENS, M.D. 
1904-1949 

A. B. Stephens, M.D., Seminole, died August 15 in 
an Ada hospital. 

Dr. Stephens was born in Red Oak in 1904. He was 
graduated from McAlester high school and attended 
the University of Oklahoma, graduating from medical 
school in 1927. 

Active in medical organizations, he was also a mem- 
ber of the Presbyterian church and was affiliated with 
Alpha Tau Omega social fraternity and Phi Beta Phi 
medical fraternity. 

Survivors include his widow, a son, Paul Bryan, his 
parents, one brother and one sister. 


CLASSIFIED ADS 


FOR SALE. Lucrative practice open in Colorado. 
Home, furniture, and office, and equipment for sale 
by widow. Write Key R, care of The Journal. 





LOCATION WANTED. Internist with three years 
specialized training Temple University desires associa- 
tion with five to seven man group. Married, Veteran. 
Available for interview immediately. Write Key P, 
eare of The Journal. 


LOCATION WANTED. Retired active physician- 
surgeon wishes steady appointment in public or private 
institution. Small salary. Write Key Z, care of The 


Journal. 


WANTED. Experienced general surgeon to be as- 
sociated with a well established general practitioner. 
Excellent hospital facilities and income. Give age, qual- 
ifications, and experience in first letter. Write Key W, 
eare of The Journal. 


POSITION WANTED. Accountant for hospital or 
clinic. Experienced in office. management, costs, pay- 
rolls and taxes. Hospital references. Write Key P, care 
of The Journal. 


JOHN STEPHENS ROLLINS, M.D. 
1886-1949 

John Stephens Rollins, M.D., Prague, died July 18 
after a long illness. 

Dr. Rollins had practiced medicine in Okfuskee and 
Lincoln counties for the past 40 years. He built the 
Rollins hospital in Prague in 1928. 

Dr. Rollins was born December 19, 1886 at Clanton, 
Alabama, where he attended grade and high school. He 
was graduated from the School of Medicine at the 
University of Tennessee at Memphis in 1909. He also 
attended the St. Louis College of Physicians and Sur- 
geons and the College of Medicine and Surgery at 
Kansas City, Mo. He came to Paden, Okla. in 1909 and 
moved to Prague in September, 1927. 

He was a member of the First Christian Church, 
Chamber of Commerce, Lions Club, Blue Lodge Mason 
and Thirty-second Degree Mason, a past president of 
the Okfuskee and Lincoln County Medical Societies and 
at one time delegate, Oklahoma State Medical Associa- 
tion. Survivors are his widow of the home, one daugh- 
ter and one son, four grandchildren, one sister and one 
brother. 


STERLING P. STROTHER, M.D. 
1867-1949 

Sterling Price Strother, M.D., Oklahoma City, died 
August 2, 1949. 

Dr. Strother was born July 21, 1867 and was grad- 
uated from Beaumont Hospital Medical College, St. 
Louis, in 1901. He practiced in Altus before coming to 
Oklahoma City in 1919. Dr. Strother retired from prac- 
tice several years ago because of ill health. 

Dr. Strother is survived by his widow of the home, 
one daughter and one son and several grandchildren 
and greatgrandchildren. 


TWENTY-FIVE YEARS AGO 


Dr. P. P. Nesbitt, Meskogee, is attending the clinics 
at Chicago. 





Dr. J. Hutchings White, Muskogee, is attending the 
clinics at Chicago. 


Dr. Leila E. Andrews, Oklahoma City, returned re- 
cently from a three months’ trip to Europe. 


Dr. E. B. Dunlap, Lawton, and family, have returned 
from an auto trip to various points in Colorado. 


Dr. and Mrs. Thomas W. Dowdy, Wilson, have re- 
turned from a vacation spent at various Texas points. 


Dr. and Mrs. Charles E. Barker, Oklahoma City, re- 
turned recently from an auto trip to New York and 
Boston and other points in the East. 


Garfield County Medical Society met September 19th, 
with a good attendance; the feature of the meeting 
being a paper on ‘‘The Role of Iodine in the Preven- 
tion and Treatment of Goiter,’’ by Dr. Paul B. Cham- 
plin, Enid. . ai 
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AWU 


-»»Nasal Engorgement Reduced 
++» Soreness, Congestion Relieved 
--- Aeration Promoted 
«»-Drainage Encouraged 


When Neo-Synephrine comes in contact with the 
swollen, irritated mucous membrane of the nose, the patient 
soon experiences relief. 


This powerful vasoconstrictor acts quickly to shrink engorged mucous 
membranes, restoring easy breathing, and promoting free drainage. 


The prolonged effect of Neo-Synephrine makes fewer applications 
necessary for the relief of nasal congestion — permitting longer 
periods of comfort and rest. 


Neo-Synephrine does not lose its effectiveness on repeated 
application . . . It may be employed with good results 
throughout the hay fever season . . . It is notable for 
relative freedom from sting and absence of 
compensatory congestion . . . Virtually no 

systemic side effects are produced. 


Supplied as: 
%% and 1% in isotonic saline solution 
—1 oz. bottles. 


%% in aromatic isotonic solution of 
three chlorides—1 oz. bottles. 


%% water soluble jelly—% oz. tubes. ‘ 


/ J 
Duithiot Stara 
New Yorx 13,.N. Y. Winpsor, OnT. 


Neo-Synephrine, trademark reg. U. S. & Canada 
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A BIG TIME-SAVER 
FOR EVERY DOCTOR 


This handy booklet for new 
mothers was “built to doctors’ 
orders”. It contains blank forms 
for filling in your instructions 
and formulas. 

It provides a permanent case-his- 
tory record. A memo will bring 
you asample...or as many as you 
want for your daily practice... 
without obligation. 


Many doctors are prescribing 
“Daricraft Homogenized Evapo- 
rated Milk”. It is always uniform, 
safe, sterilized, easy to digest, and 
high in food value and minerals. 
Daricraft contains 400 U. S. P. 
units of Vitamin D per pint. 





BOOK REVIEWS 


THE AMERICAN NURSES DISTIONARY. Alice L. 
Price, B.S., R.N. W. B. Saunders Company. Phila- 
delphia, 1949. 

For the first time, there is a dictionary compiled 
specifically for the nursing profession by a nurse. The 
author is well qualified as to education and experience, 
and the result is a very attractive, blue-bound volume 
which will be an important addition to the literature 
of the nursing profession. 

Reviewing a dictionary has certain understandable 
limitations, especially in evaluating the author’s view- 
point and purpose. However, in the preface, Miss Price 
explains that her principal objective has been to pro 
duce a dictionary designed primarily to meet the re- 
quirements of nurses. ‘‘Most students,’’ she writes, 
‘‘enter a school of nursing without having had sev 
eral years of university work and because of this fact, 
often find it extremely difficult to understand the com 
plex and highly technical terms used in medicine and 
nursing.’’ 

Based on an extended survey of nursing texts to 
determine which terms are necessary for the nurse to 
know, those included were used in manuscript form for 
16 months by a class of 65 students who showed im 
provement in vocabulary and in ability to understand 











lectures by attending physicians and surgeons. Non 
medical terms used in sociology, professional adjust 
ments and other less technical subjects are included. 
According to the publisher there are ‘‘no time-wasting 
cross references’’, but an instructor who encourages 
the student’s initiative and imterest in studying will 
properly question this omission. Another feature em 
phasized is that no other dictionary gives the pronuncia 
tion for each syllable of the words defined. Commonly 
used prefixes are given so that newly coined words 
may be learned by discovering the meaning of the 
elements entering into them. The usual abbreviations, 
symbols and tables are included. 

In a field as constantly changing and volatile as 
drug therapy, a difficult problem is presented to the 
author. For this reason, it would be interesting to know 
the criteria by which a drug was included in the ap 
proximately 25,000 words defined. Heparin, for example, 
is defined while dicumarol, probably of equal impor 
tance, is omitted as is also the specific, thiouracil. 

Of interest to instructors is the Vocabulary Guide 
which is a completely separate outline to assist teach 
ers in orienting students for the vocabulary of spe 
cific courses by listing unfamiliar words according t 
the subject under which they may first be needed. Such 
an outline would be of particular value in schools 
which do not have a basic course in terminology. 

Considering the dictionary from the nurse’s view 
point, it is streamlined, of convenient size, printed on 
good quality paper with excellent type, thumb indexed 
for quick reference, clear in definition and concise ir 
presentation. Supplemented by a standard medical dic 
tionary for additional reference, it should fill a need 
unique to the student nurse.—Mrs. Helen Wollery, Med 
ical librarian, Wesley Hospital and Oklahoma City 
Clinic; instructor in medical terminology and library 
orientation, Wesley school of nursing. 

The 32 hospitals now under construction by the Vet 
erans Administration contain 13,712 beds, 10,947 of 
them for general medical purposes. 


30 hospitals in the planning stage which will add 20,20‘ 
beds to those already available. 
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MEET OUR CONTRIBUTORS 


William H. Doyle, A.B., M.D., Muskogee, is the au- 
thor of ‘‘The Treatment of Herpes Zoster’’ in this 
Journal. A graduate of Washington University, St. 
suis, Mo. in 1934, he limits his practice to his spe- 
ialty, dermatology and syphilology. He is a member 
f the Academy of Dermatology and Syphilology. 











M. 8S. Ungerman, M.D., Tulsa, wrote ‘‘The Electro- 
neephalogram in Severe Head Injuries With Tantalum 
‘ranioplasty’’. He was graduated from the University 
f Oklahoma School of Medicine in 1945 and limits 
is practice to his specialty, neuropsychiatry. 


Lucien M. Pasecucci, M.D., Tulsa, has an article on 


‘Intra-Ventricular Brain Tumors’’ in the Journal. Dr. 
-ascucci, who limits his practice to his specialty, ra 
iology, is a graduate of the Yale University School of 
fedicine in 1934. He is a member of the American 
ollege of Radiology, American Roentgen Ray Society, 
nd Radiological Society of North America. He has 
een certified by the American Board of Radiology and 
efore coming to Tulsa he was associated with O’Reilly 
reneral Hespital, Springfield, Mo., and the Trudeau 
anitarium and Saranac Laboratory, Saranac Lake, 
Yew York. 


Robert A. Hayne, M.D., Tulsa, is one of the authors 
f **Newer Concepts of Epilepsy’’. He was graduated 
rom the University of Iowa in 1940 and limits his 
ractice to his specialty, neuro-surgery. He has been 
‘rtified by the Board of Neurological Surgery. Before 
ming to Tulsa he was instructor in surgery at the 
niversity of Iowa, lowa City, Iowa. 


Tom R. Turner, M.D., Tulsa, is the co-author of ‘‘ New 
oncepts of Epilepsy’’ in this Journal. Dr. Turner 
as graduated from Baylor University College of Med- 
ine and received his degree as master of science in 
eurology and psychiatry at the University of Minne 
sota. He limits his practice to his specialty, neurology 
and psychiatry. 


George Winn, M.D., Oklahoma City, is a joint author 
‘A Simplified Method of Diagnosing Peptic Ul 
ceration and Determining Activity’’ which appears in 
the Sept. Journa.. Dr. Winn was graduated from Okla 
homa University in 1943 and specializes in internal med- 
ine. He is a member of Phi Chi and Alpha Tau Omega. 
le completed a two year residency at Will Rogers 
lospital, Oklahoma City, in July of 1947. 


Turner Bynum, M.D., F.A.C.P., Oklahoma City, is 
author of ‘‘A Simplified Method of Diagnosing Pep 

Ulceration and Determining Activity’’. He was 
aduated from Northwestern University in 1934 and 
nits his practice to his specialty, internal medicine. 
» is a member of the American College of Physicians 
d kas been certified by the American Board of In- 
rnal Medicine. Before coming to Oklahoma City, 
practiced in Chickasha from 1938 to 1943 and served 
the Un‘te] States Navy from 1943 to 1946. 


No Test Tubes + No Measuring + No Boiling 


Diabetics welcome “Spot Tests” (ready to use dry 
reagents), because of the ease and simplicity in using. 
No test tubes, no boiling, no measuring; just a little 
powder, a little urine—color reaction occurs at once 
if sugar or acetone is present. 


Galalest. .. bcelone Test (DENCO) 


FOR DETECTION OF FOR DETECTION OF 
SUGAR IN THE URINE ACETONE IN THE URINE 





A carrying case containing cne 
SAME SIMPLE vial of Acetone Test (Denco) 


TECHNIQUE FOR BOTH and one vial of Galatest is now 
available. This is very conven- 
ient for the medical bag or for 
the diabetic patient. The case 
also contains a medicine 
and a Galatest color chart. This 
handy kit or refills of Acetone 
Test (Denco) and Galatest are 
obtainable at all prescription 
COLOR REACTION immeDiATeLy | PhArmacies and surgical supply 











Accepted for advertising in the Journal of the A.M.A. 
WRITE FOR DESCRIPTIVE LITERATURE 


rkcelone Test \venco)... Gatatest 


The Denver Chemical Manufacturing Co., Inc. 
163 Varick Street, New York 13, N.Y 











AT LAST!- a simple direct 


recording electrocardiograph 


with permanent paper. The ink 
writing “EDIN” — less expense, 
less paper, less trouble. Your 


state distributor is 





* 


PHYS. SALES & SERVICE 


813 N. Walnut Oklahoma City 


Phone 3-3244 
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TWENTY WAYS TO KILL YOUR ORGANIZATION* 


. Seldom, if ever, go to a meeting. 

If you attend, find fault with the work of the 

officers. 

3. Never accept an office. It is easier to criticize 

than to do things. 

If asked by a chairman to give your opinion re 

garding some matter, tell him you lifve nothing 

to say. But say plenty after the meeting. 

5. Do nothing more than is absolutely necessary; 

but when other members roll up their sleeves and 

willingly and unselfishly use their ability to help 
matters along, howl that the Association is run 
by a clique. 

j. Squawk about your officers, but never allow your- 
self to be nominated for one. 

-. When a banquet is given, tell everybody money 
is being wasted on blowouts which make a big 
noise and accomplish nothing. 

3. When no banquets are given, say the Association 

is dead and needs a can tied to it. 


11. If the Association doesn’t correct abuses in your 
neighbor’s business, howl that nothing is done. 
12. If it calls attention to abuses of your own, resign 

from the Association. 
Keep your ‘eye open for something wrong, and 
when you find it, yelp. 

. At every opportunity threaten to quit and get 
your friends to resign. 

. When you attend a meeting, vote to do something 
and then go home and do the opposite. 

3. Agree to everything said at the meeting and dis- 
agree with it outside. 

. When asked for information, don’t give it. 

. Cuss the Association for incompleteness of its 
information. 

9. Get all the Association gives, but don’t give it 
anything but hell. 
Kick about the cost of membership even though 
you spend as much as an entire year’s dues on 
the World Series or a ‘‘Little party’’. 


Don’t te!l the Association how it can help you; —_—_— 
but if it doesn’t help you, resign. *The above has appeared in a number of trade as- 
If you receive service without joining, don’t sociation publications. We reproduce it for your in- 
think of joining. 








DIABETIC DETECTION DRIVE 


OCTOBER 10-16,1949 


Purpose: To detect — by urine sugar tests — unknown diabetics. 


Why? Prevention of morbid complications of the unknown and untreated dia- 


betic. About one of every 100 people have unknown diabetes. 


Sponsored By: The American Diabetes Association, approved by the American Medical 


Association and State and County Societies. 


What Can Doctors Do? 1. Make sugar tests FREE for all applicants during DDD Week, Oc- 
tober 10-16, 1949. 


2. Encourage as many as possible to make their own tests or ask their 


own physician to do the tests. 
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ANNOUNCING THE NINETEENTH ANNUAL 


FALL CONFERENCE OF THE 


OKLAHOMA CITY CLINICAL SOCIETY - OCTOBER 24, 25, 26, 27, 1949 
DISTINGUISHED GUEST LECTURERS 





ERNEST E. IRONS, M.D., PRESIDENT, THE AMERICAN MEDICAL 
ASSOCIATION, Chicago, Illinois 

LAUREN V. ACKERMAN, M.D., PATHOLOGY, Associate Professor 
of Surgical Pathology and Associate Professor of Pathology, 
Washington University School of Medicine, St. Louis, Missouri. 
WILLARD M. ALLEN, M.D., OBSTETRICS AND GYNECOLOGY. 
Professor and Head of the Department of Obstetrics and Gyn- 
ecology, Washington University School of Medicine, St. Louis, 
Missouri 

JOSEPH S. D’ANTONI, M.D., MEDICINE. Professor of Clinical 
Tropical Medicine, University of Tulane, Senior Visiting Physi- 
cian, Charity Hospital, New Orleans, Louisiana 

RALPH K. GHORMLEY, M.D., ORTHOPEDIC SURGERY. Professor 
of Orthopedic Surgery, Mayo Foundation, Graduate School of 
the University of Minnesota, Rochester, Minnesota. 

HORACE L. HODES, M.D., PEDIATRICS. Associate Professor of 
Pediatrics, Johns Hopkins School of Medicine and Medical Di- 
rector, Sydenham Hospital, Baltimore, Maryland 

JOHN F. HOLT, M.D., ROENTGENOLOGY. Associate Professor 
of Roentgenology, University of Michigan School of Medicine, 
Ann Arbor, Michigan 

M. DIGBY LEIGH, M.D., 
ment of Anesthesiology, 
couver, B.C., Canada 

FRANCIS M. LYNCH, M.D., DERMATOLOGY. Clinical Professor, 
Division of Dermatology, University of Minnesota School of 
Medicine, Minneapolis, Minnesota. 


CLINICAL PATHOLOGICAL CONFERENCE 
GENERAL ASSEMBLIES 


ANESTHESIOLOGY. Director, Depart- 
Vancouver General Hospital, Van- 


CARL A. MOYER, M.D., Professor of 
Southwestern Medical College of the 
Foundation, Dallas, Texas 
LOUIS H. NEWBURGH, M.D., 
of Clinical Investigation, University of 
Medicine, Ann Arbor, Michigan 

JOHN PARKS, M.D., OBSTETRICS AND GYNECOLOGY. Professor 
of Obstetrics and Gynecology, George Washington University 
Schoo! of Medicine, Washington, D.C. 

DALTON K. ROSE, M.D., UROLOGY. Professor of Clinical Genito- 
Urinary Surgery, Washington University School of Medicine, 
St. Louis, Missouri 

ARNO €. TOWN, M.D., OPHTHALMOLOGY. Professor of 
Ophthalmology, Jefferson Medical College, Philadelphia, Penn- 
sylvania 

JAMES ROSS VEAL, M.D., SURGERY. Associate Professor of 
rOrey,, Georgetown University School of Medicine, Washing- 
ton, A. 

JOSEPH B. VANDER VEER, M.D., INTERNAL MEDICINE. Assis- 
tant Professor of Clinical Medicine, University of Pennsylvania 
School of Medicine, and Assistant Professor of Cardiology, 
Graduate School of Medicine, University of Pennsylvania, Philo- 
delphia, Pennsylvania 

JOHN M. WAUGH, M.D., SURGERY. Professor of Surgery, Mayo 
Foundation, Graduate School of the University of Minnesota, 
Rochester, Minnesota 


Experimental 
Southwestern 


Surgery, 
Medical 


INTERNAL MEDICINE. 
Michigan 


Professor 
School of 


DINNER MEETINGS 
COMMERCIAL EXHIBITS 


ROUND TABLE LUNCHEONS 
SMOKER 


POSTGRADUATE COURSES (SYMPOSIA AND PANEL DISCUSSIONS) 


Registration fee of $15.00 includes all the above features 
For further information, address: Executive Secretary, 512 Medical Arts Building, Oklahoma City, Okla. 











THE DALLAS SOUTHERN CLINICAL SOCIETY 


ANNOUNCES 


Fall and Winter Postgraduate Courses in Dallas 


RECENT ADVANCES IN DIAGNOSIS AND THERAPY 


Or. William A. Sodeman; Professor of Tropical Medicine, Tulane University 
Melrose Hotel and Parkland Hospital, October 10, 11, 12, 13, 1949 


CARDIOLOGY 


Dr. Myron Prenzmetal: Associate Professor, Clinical Medicine, U.C.L.A. Medical School 
Melrose Hotel and Parkland Hospital, November 28, 29, 30, December 1, 1949 


FOR RESERVATIONS ADDRESS: 433 MEDICAL ARTS BUILDING, DALLAS 1, TEXAS 
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OFFICERS OF COUNTY SOCIETIES, 1949 


October, 1949 











COUNTY PRESIDENT 
Alfalfa........................-G. G. Harris, Helena 
Atoka-Bryan-Coal- 

pS J. 8. Fulton, Atoka 
H. K. Speed, Sayre 

. F. Bohlman, Watonga 
C. R. Waterbury, Apache 
..J. N. Goldberger, El 
Roger Reid, Ardmore 

P. H. Medearis, Tahlequah 





Choctaw-McCurtain- 

Pushmataha.............. L. E. Gee, Broken Bow 
Sa T. A. Ragan, Norman 
Comanche Walter Wicker, Lawton 
Cotton..............-.....----.-A. B. Holstead, Temple 
| eee J. M. MeMillan, Vinita 

Frank H. Sisler, Jr., Bristow 

...Floyd Simon, Clinton 

Byron J. Cordonier, Enid 
a R. H. Mayes, Lindsey 
Joseph J. Swan, Chickasha 
I. V. Hardy, Medford 
Van S. Parmley, Mangum 
R. H. Lynch, Hollis 
William 8S. Carson, Keota 
Imogene Mayfield, Holdenville 
J. P. Irby, Altus 
H. A. Rosier, Waurika 
D. M. ‘Gordon, Ponca City 
H. Violet Sturgeon, Hennessey 
Cordell 
Poteau 





Kingfisher 
Kiowa-Washita ........../ A. H. Bungardt, 
Charles Cunningham, 
..U. E. Nickell, Davenport 
Webber Merrell, Guthrie 
E. H. Werling, Pryor 
Ralph Royster, Purcell 
Teo F. R. First, Jr., Checotah 
Muskogee-Sequoyah- 
I  cicicngineineniiain L. 8. McAlister, Muskogee 
Northwestern...............R. G. Obermiller, Woodward 
Okfuskee A. 8. Melton, Okemah 


TS, 


G. Y. MeKinney, Henryetta 
G. W. McDonald, Pawhuska 
Rex Graham, Miami 
’ Howard Puckett, Stillwater 
a G. R. Booth, Wilburton 
Pontotoc-Murray.........- E. M. Gullatt, Ada 
Pottawatomie...............J. N. Owens, Jr., Shawnee 
ee Roy Melinder, Claremore 
a J. D. MeGovern, Wewoka 
a A. J. Weedn, Duncan 
Glenn A. Hopkins, Guymon 
I sta aceseaasicenieeanisil F. P. Fry, Frederick 
Tulsa...................----.-.---.J ohn E, MeDonald, Tulsa 
Medical Arts Bldg. 
Washington Nowata....Felix Adams, Nowata 
i iiccnisncinimtieineeaal John F. Simon, Alva 


Onis George Hazel, Oklahoma City 


SECRETARY 
C. E. Cook, Jr., Cherokee 
B. B. Coker, Durant 
E. 8S. Kilpatrick, Elk City 
Virginia Curtin, Watonga 
Edward T. Cook, Jr., Anadarko 
Jack W. Myers, El Reno 
Royce Means, Wilson 
R. K. McIntosh, Jr., Tahlequah 


H. D. Wolfe, Hugo 
Mabelle S. Collins, Norman 
Charles Green, Lawton 
Mollie Scism, Walters 
D. H. Olson, Vinita 
Carl W. Bowie, Bristow 
J. H. Tisdal, Clinton 
Roscoe C. Baker, Enid 
John R. Callaway, Pauls Valley 
Harold H. Macumber, Chickasha 
F. P. Robinson, Pond Creek 
. B. Hollis, Mangum 
. N. Talley, Hollis 
. M. Bloss, Holdenville 


. L. Tefertiller, Altus 

. J. Hagg, Waurika 

. W. Arrendell, Ponea City 
Henry C. Trzaska, Hennessey 
Aubrey E. Stowers, Sentinel 
G. W. Hogaboom, Heavener 
Ross P. Demos, Stroud 
Phillips R. Fife, Guthrie 
Paul B. Cameron, Pryor 
W. C. McCurdy, Jr., Purcell 
W. A. Tolleson, Eufaula 


Eugene M. Henry, Muskogee 

C. W. Tedrowe, Woodward 

M. L. Whitney, Okemah 

Gerald Bednar, Oklahoma City 
Mrs. Muriel Waller, Exec. Secty. 
8. B. Leslie, Jr., Okmulgee 

C. 8. Stotts, Pawhuska 


C. M. Rippy, Stillwater 
Homer C. Wheeler, McAlester 
Ollie McBride, Ada 

F. C. Gallaher, Shawnee 

P. S. Anderson, Claremore 
Mack I. Shanholtz, Wewoka 
W. R. Cheatwood; Duncan 
Ronald McCoy, Guymon 

O. G. Bacon, Frederick 

John G. Matt, Tulsa 

Mr. Jack Spears, Exec. Secty. 
C. L. Johnson, Jr., Bartlesville 
W. F. LaFon, Alva 





STATE BOARD OF HEALTH 


Grady F. Mathews, M.D., Oklahoma City. 





(Number after name indicates years to be served.) 
Arnold Schwallisch, Engineer, El] Reno (9); M. L. Whitney, 
M.D., Okemah (8): C. R. Rountree, M.D., Oklahoma City (72 

Bert Ley, Hospital Administrator, Oklahoma City (5); A.G 
Reed, D.O., Tulsa (4); Charles Ed White, M.D., Muskogee 
(3); Otto Whiteneck, D.D.S., Enid (2); T. H. McCarley, M 
McAlester (9); Roy L. Fisher, M.D., Frederick (4). 


STATE BOARD OF MEDICAL EXAMINERS 
H. C. Weber, M.D., Bartlesville, President; Clinton + mel 
her, M.D., Shawnee, ‘Secretary: R. B. Gibson, M.D., Ponca 
City; Hugh H. Monroe, M.D., Pauls Valley; Everett }é. —? 
M.D., Duncan: O. C. Newman, M.D., Shattuck; and John 
Perry, M.D., Tulsa. 


MEETING TIME 
Last Tues. each 
Second Month 


Second Tuesday 
Third Thursday 
Third Thursday 
Subject to Call 
Second Tuesday 
First Tuesday 


Fourth Thursday 
Second Tuesday 
Third Friday 


Second Tuesday 
Third Thursday 
Fourth Thursday 
Wed. before 3rd Thur. 
Third Thursday 


First Wednesday 


Third Tuesday 
Last Monday 
Second Monday 
Second Thursday 


First Wednesday 
Third Tuesday 


Third Thursday 


First Tuesday 
2nd Thurs. Even Mo. 


Fourth Tuesday 


Second Monday 
Third Thursday 
Second Thursday 
Third Friday 
Third Friday 

Ist and 3rd Wed. 
Third Wednesday 


Third Wednesday 
Third Wednesday 


Second and Fourth 
Monday 

Second Wednesday 
Odd Months 


COMMITTEE ON STANDARDIZATION 


(As approved by the Crippled Children Act) 
M.D., Chairman, 


Earl D. McBride, 
a ae City. 


605 N. W. 10th St, 


: ot henson, M.D., Alva, Vice-Chairman. 
Joe 'N I amilton, Secretary, 805 Midwest Bldg., Oklahome 


City. 
J. F.. Park, M.D., McAlester; 


tuck; E. Eugene Rice, M.D 
D.D.S., Chickasha. 


Floyd Newman, M.D., 
Shawnee, and M. 


Shat- 
M. Williams, 





REGIONAL DIRECTORS AMERICAN CANCER SOCIETY 


(Representing Kansas, Missouri, Arkansas, Oklahoma, Texas) 


C. C. Nesselroade, 


Kansas City, Missouri. 


Evetett S. Lain, M.D., Oklahoma City. 


Executive Director 
J. R. B. Branch, M.D., Commerce Exchange Bidg., Oklahoma 


City, Okla. 





